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The Master Two Step Exercise Test in the Diagnosis 
of Coronary Insufficiency 


Kar B. Hanson, M.D. 
JACKSONVILLE 


In about 17 “ to 25 per cent* of patients having 
angina pectoris electrocardiograms give negative 
evidence. Master™ in 1948 stated that about 20 
per cent of pains in the chest aside from traumatic 
injury are due to disease of the coronary arteries. 
Not infrequently, one experiences some doubt as 
to the significance of pain in the chest despite 
careful questioning of the patient. At times, a 
patient may give a typical history of angina pec- 
toris; but he may be drawing compensation or 
disability insurance, and because of this fact some 
doubt may arise as to the diagnosis. Most inves- 
tigators’* agree that the history of the patient is 
the most valuable diagnostic criterion of angina 
pectoris. In doubtful cases, it is desirable to have 
good objective evidence of the ischemia of the 
myocardium. It is seldom possible to get an elec- 
trocardiogram during a spontaneous attack of 
angina. 

Feil and Siegel’ in 1928 were the first to make 
electrocardiographic observations during angina 
pectoris purposefully induced by exercise. Since 
then numerous observers have shown the various 
changes that may occur. Various methods of ob- 
taining electrocardiographic studies of myocardial 
ischemia secondary to exercise have been de- 
scribed. 

Riseman, Waller and Brown" in 1940, after 
making an exhaustive study and using a test not 
varied according to age, weight or sex, concluded 
that exercise tests and anoxemia tests are not re- 
liable. Feil and Prifchard’ used a test whereby 
the patient goes across a standard two step Master 
stairs until dyspnea or pain results. They set up 
the range for the normal and criteria for estab- 
lishing the presence of coronary disease. Levy’ 
used the anoxemia test designed by himself and 
his co-workers, and set up standards for the diag- 
nosis of -coronary insufficiency. He used 10 per 
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cent oxygen. He rarely had unfortunate accidents 
with his test." Levine* used a simple exercise such 
as walking up and down stairs to ascertain whether 
pain was produced. Master,"” using the 10 per cent 
oxygen test to confirm his own results, had to stop 
the test in 1 case because the patient became too 
exhausted to finish. 

The Master two step exercise test has been 
standardized on normals for age, sex and weight. 
It has been stated that the work performed in- 
volves about 1/8 horsepower for men and 1/11 
for women." Master stated that as far as the 
electrocardiogram is concerned, athletic training 
will not influence the result of the test. The 
technic’* involves climbing a two step stairs, each 
step 9 inches high, a given number of times in a 
definite length of time. These figures can be 
found in the literature.""* The patient must have 
a control tracing run first, but not within one hour 
of a meal.’* The test is not done if the findings of 
coronary insufficiency on the control electrocardio- 
gram are definite. This test avoids severe exer- 
cise which might produce electrocardiographic 
changes in a normal person. The two step test 
produces no alarm as climbing stairs is an ordinary 
everyday type of activity. There are two tests. 
The first is the calculated number of trips in ninety 
seconds. If the first test gives negative results, 
the second test should be made. In this, the num- 
ber of trips and the length of time are doubled; 
in other words, twice the number of trips in one 
hundred and eighty seconds. The electrodes and 
wires must be attached to the patient while per- 
forming the exercise so that four leads of the 
electrocardiogram can be run within one minute, 
two minutes and six minutes after completing the 
exercise." The second test should be made after 
a period of twenty-four hours or more following 
the first test. 

The criteria for the diagnosis of coronary in- 
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sufficiency as quoted by Master’ are any one or 
more of the following: 

1. RS-T ‘segment depression as compared to 
the PR interval of more than 0.5 mm. in any- lead. 
He stated that ST segment depression never oc- 
curs normally. 

2. Flattening or inversion of an upright T 
wave, particularly in leads I, II and IV, or an in- 
verted T wave becoming upright, or a flat T wave 
becoming upright or inverted. 

3. Widening of the QRS complex or PR in- 
terval. 

4. The occurrence of premature beats not seen 
in the control tracing or some other significant 
arrhythmia, 

5. The appearance of large Q waves or heart 
block. 

Master" stated the changes are due to anoxe- 
mia, as can readily be demonstrated by reproduc- 
ing identical changes with the 10 per cent oxygen 


anoxemia test. 


Results 


Practically all of the tests were run on pa- 
tients with some discomfort in the chest sugges- 
tive of coronary heart disease (table 1). No ef- 


Table 1 


Results of Tests on 65 Patients* 














Age Positive Negative Total 
20-30 0 2 2 
31-40 5 4 9 
41-50 5 20 25 
51-60 5 13 18 
61-70 5 8 13 

71 plus 0 : 1 














* Only 1 had no complaint of chest distress of some 
type. 


Results of Tests on 46 Male and 19 


Female Patients 











Male | Female Total 
Positive 16 9 25 
Negative 32 8 40 
Questionable 4 2 6 





Double tests were run on 6 patients. Results: 2 posi- 
tive, 4 negative. 
fort was made to run the test on persons sup- 
posedly normal. It is interesting to note that of 
65 patients with pain in the chest, in some in- 
stances typical, in some atypical, and in some due 
mostly to the patient’s own anxiety, 37.8 per cent 
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gave a positive reaction to the test and about 10 
per cent a questionable result. The age distribu- 
tion was what might be expected from the known 
incidence of coronary heart disease. The sex dis- 
tribution was also in about the same proportion 
as the natural occurrence of coronary disease in 
the two sexes. The proportion of positive reac- 
tions was higher among the women than among 
the men; however, there were so few women tested 
that accurate comparison cannot be made. 
Master™ stated that 17 per cent of patients 
with angina pectoris have a negative resting elec- 
trocardiogram. In this series, the majority of the 
exercise tests were on patients giving a suggestive 
history but having a negative or questionable rest- 
ing electrocardiogram (table 2). Of the 21 pa- 


Table 2 


Number of Control Electrocardiograms 























Final Diagnosis Number | Positive Test | Negative Test 
Patients with angina 21 | 5 (23.8%) |16 (76.2%) 
Coronary. 11 5 questionable | 6 (54.6%) 

insufficiency (45.4%) 

No coronary heart 34 1 questionable |33 (97.1%) 

disease found (2.9%) 





Exercise Test Electrocardiograms 























Final Diagnosis} Number| Positive Test | Negative Test 
Angina 21 15 (71.4%) | 6 (28.6%) 
Coronary 

insufficiency 11 11 (100%) 0 
No coronary heart (2.9%) 

disease found 34 1 questionable} 33 (97.1%) 
Anxiety states 


included in 
above figures 9 








4 (44%) | 5 (56%) 





tients having a final diagnosis of angina pectoris 
unly 5 or 24 per cent had abnormal control trac- 
ings, and all of these did not show positive changes 
suggesting coronary insufficiency after exercise. 
After the test, 71.4 per cent were positive. Of the 
66 tested, 13 had (table 3) hypertension and in 6 
of these there was a positive reaction to the test. 
In 8 of the entire group tested the heart was en- 
larged to some degree. Of the 68 control tracings, 
only 6 were abnormal and 6 questionable. None 
of these showed ST segment deviations. Seven 
of these 12 showed no other evidence of heart dis- 
ease. More than two thirds of all patients tested, 
therefore, had no objective evidence of cardio- 
vascular disease. In 1 patient severe angina de- 
veloped during the test, but it subsided after a 
few minutes. No other untoward results were 
experienced. See figures 1, 2, 3 and 4. 
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Table 3 
; | Elevated > = 
Diagnosis Number agg: Positive “, Negative Blood | " ‘ 
Pressure 
5 | —— 
Angina 21 5 16 15 \ questionable | 7 
Coronary insufficiency 11__|5_ questionable 6 11 | > _ : 
No coronary heart disease} 34 |1 questionable} 33 1 questionabl | _ Cas Se Gee "3 
Anxiety states 5 eee, |} 5 ~< i “a 
Anxiety states with | | : 
coronary insufficiency 4 1 3 3 — — a 
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Fig. 1—Mrs. W. G., aged 44, a school teacher, had 
one episode of heaviness under the sternum lasting ten 
minutes, which was associated with a feeling of pressure 
and pain. She then had shooting pains over the pre- 
cordium. The onset occurred three weeks before these 
tracings were run. Result of test: normal. 


Discussion 


Riseman, Waller and Brown’ stated in 1940 
that after exertion the electrocardiogram appeared 
to be of little practical value in the diagnosis of 
angina pectoris or disease of the coronary arteries. 
Yet they concluded in the same study that elec- 
trocardiographic changes induced by exertion 
could be delayed by having patients breathe 
oxygen before and during the exercise. The rea- 
son for this attitude is possibly attributable to not 
having a standardized test routine. 

Some consideration must be given to the in- 
fluences outside of the heart that might alter the 
electrocardiogram. Grossman, Weinstein and Katz* 
believed that influences other than anoxemia may 


lead to depression of the ST segment and flatten- 
ing or inversion of the T wave. They listed 
change of position, increased activity of the sym- 
pathetic nervous system as in neurocirculatory 
asthenia and anxiety, sympathomimetic drugs, 
tachycardia and hyperventilation. These authors 
concluded, however, that although the test is 
empyric, it is of value in the differential diagnosis 
of coronary insufficiency. They stated that the 
positive response is of value and that in their series 
of cases they did not have one false positive re- 
sult. Master™ stated that when definite altera- 
tions occur as a result of the test, the coronary 
circulation is not normal. He avoided testing a 
patient within one hour after a meal, or when con- 
valescing from a severe illness. He also avoided 
exposure to low temperatures during the test. He 
cautioned that neurocirculatory asthenia and 


MASTOR TWO STEP EXERCISE TEST 
T™! mwiTeS 


+ beBeCe U8. Deter U-2}-u8 
Bre. b6560: all TuaeDIaTeLy Su wveTes 











Fig. 2—Mrs. J. B. C., aged 48, was referred for an 
electrocardiogram only. Result of test: coronary insuf- 
ficiency. 
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Fig. 3—Mr. E. M. T., aged 41, worked in a print 
shop. Three weeks before, he had experienced sudden 
vicelike pain under the sternum, which was relieved by 
rest. After these tracings were run, he was put to bed 
with bathroom privileges. Twenty-four hours later he was 
hospitalized with coronary thrombosis. Result of test: 
coronary insufficiency. 
tachycardia may be confusing, but that both con- 
ditions should be obvious. It seems probable that 
all the positive reactions to the Master tests were 
the result of myocardial anoxemia as in the same 
patients he was able to duplicate the abnormal 
changes with the anoxemia test. 

Master™ and also Grossman, Weinstein and 
Katz” emphasized that the test is only of value 
when the results are positive. Recently, however, 
Master" stated that in his experience if both tests 
give negative results, the patient probably will not 
experience serious coronary disease within a year. 
In the series of cases reported here there were a 
few patients with clinical angina whose response 
to the test was negative. There probably would 
have been fewer negative results had there rou- 
tinely been carried out the double test on all 
patients with negative first reactions. 

Master’ and Grossman, Weinstein and Katz* 
stated that the positive changes may occur within 
one minute of the exercise or several minutes 
later. This has been our experience. The test 
has been a valuable diagnostic aid in the differen- 
tiation of cardiac disease manifested by pain in the 


chest. 
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Fig. 4—Mrs. M. D. McK., aged 63, a housewife, had 


experienced pains for twenty years. Pain in the left arm. 


going up under the breast bone made her stop. The pain 
would go away, but would recur if she worked hard. At- 
tacks did not occur daily until six years prior to this 
examination. Now they were occurring several times 
daily, and following heavy meals. The patient was never 
before convinced that she had heart disease. Result of 
test: coronary insufficiency, severe. 


Summary 

A standardized exercise test, with employment 
of the Master two step technic, was used on 65 
patients, all but one having some type of chest 
complaint suggestive of heart disease. In 25 or 37 
per cent there was a positive result. Only 6 had 
changes in the control electrocardiograms com- 
patible with coronary disease before the test. 

The Master test is a safe test for coronary in- 
sufficiency. 

This type of exercise test makes it possible to 
obtain objective evidence of coronary insuffi- 
ciency in a much higher percentage of patients with 
disease of the coronary arteries or other heart dis- 
ease. 

The test is mostly of value when the response 
is positive. When a double test gives negative re- 
sults, it might be inferred that at the moment 
relatively good coronary reserve exists. 

The test is a valuable aid in the differentiation 
of cardiac disease associated with pain in the 
chest. 

The criteria set up by Master’ were used in 
this study. 














J. Froripa M. A. 
NoveMBeER, 1949 
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Discussion 


Dr. Jere W. Annis, Lakeland: From my experience 
with this test, I can only re-emphasize several points in 
Dr. Hanson’s paper. First, I should like to confirm his 
remarks in two respects: (1) The Master’s test is far 
from being the ideal test. (2) It is the best practical 
test we now have available. There is no question but 
that we need much better methods of study for coronary 
insufficiency. The Levy test gives a greater percentage 
ot positive results, but, in my opinion, definitely increases 
the hazard to the patient. 

It is important to remember that all these functional 
tests of cardiac capacity and reserve depend upon the 
production of a definite if temporary current of injury 
in the heart muscle. The disadvantage of the Master’s 
test is that negative results cannot be relied upon. This 
is of particular importance in cases of cardiac neurosis 
and in compensation cases in which we particularly need 
a test giving definitely negative objective results. The 
advantages are many: (1) It can be done in the doctor’s 
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office without additional equipment or personnel. (2) It 
is a standard test, and its results can be compared with 
various other tests or with the same test in other hands. 
(3) It entails a minimum of emotional factors. There is 
no sensation of smothering, and the patient has the feel- 
ing that he can terminate the test at any time. (4) It is 
relatively safe. I do not think that it is as safe as 
Master himself believes it is. (5) It enables us to make 
the diagnosis of coronary insufficiency in an appreciable 
group of patients without other objective indications of 
coronary disease. This advantage is of tremendous im- 
portance. Many times, this test furnishes the physician 
with the much needed reassurance to corroborate his 
clinical impression of coronary insufficiency. 

In short, the Master’s test, it seems to me, is not a 
perfect test, perhaps it is not even a really good test; but, 
it is the best practical means of evaluation which we 
have for the study of these cases. 

Dr. S. Marion SALLeEy, Miami: I enjoyed Dr. Hanson’s 
paper. The Master two step exercise test needs to be in 
wider use because, while it is by no means perfect, it is 
practical. It is of greatest value when one is dealing with 
patients who, because of insurance for example, wish to 
be considered victims of coronary insufficiency. As Dr. 
Hanson implied, this is its most important use. In the 
ordinary case the patient does not wish to have angina 
pectoris, and the history is usually dependable and suf- 
ficient to make the diagnosis. 

This test first came to my attention during the war 
while I was stationed at Walter Reed General Hospital. 
Dr. George Robb, in charge of the cardiac section, began 
using it on all general officers and colonels of the regular 
Army before they were allowed to go overseas. In the 
first World War, among the general officers and colonels 
in the regular Army, there were between 18 per cent and 
20 per cent physical breakdowns. In this war, due at 
least in great part to the use of the Master exercise test 
to weed out the unfit, the physical breakdowns amounted 
to less than 4 per cent. 

One day while making rounds, I asked one colonel 
what he had been doing when he incurred myocardial 
infarction. He replied that it had developed while he 
was taking the Master exercise test at Walter Reed Hos- 
pital. He hastened to add that he had every confidence 
in the cardiac service there despite this occurrence and 
realized he would undoubtedly have incurred it anyway 
under some other conditions. I believe that his attitude 
might have been different had the anoxemia test with a 
mask over his face been the occasion of the infarction. 

Dr. Hanson’s presentation of the test is indeed timely. 
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Diagnosis of the Commoner Hemorrhagic Diseases 


JaMEs N. PATTERSON, M.D. 
TAMPA 


There are few conditions in which a correct 
diagnosis is as essential for successful treatment as 
it is in hemorrhagic diseases for without knowing 
what element is lacking, one cannot intelligently 
treat the patient. Before a physician can diagnose 
the distinct pathologic type of hemorrhagic disease 
he is confronted with, he must be familiar with the 
physiology of hemostasis. The factors necessary 
for the clotting of blood, the mechanism of clotting 
and the other conditions controlling bleeding will, 
therefore, first be considered. 

The four factors necessary for the clotting of 
blood are as follows: 


I. Prothrombin 
Prothrombin A 
Prothrombin B—most important 


IT. Calcium 

III. Fibrinogen 

IV. Platelets 
All of these are present in the circulating blood. 
If this is the case, one might ask, why does not the 
clotting of blood occur spontaneously within the 
vascular system. The explanation given is that the 
prothrombin is probably bound by antithrombin 
or heparin which must be neutralized before the 
clotting mechanism can begin functioning. A rela- 
tively recently discovered factor in coagulation 
called Factor V or AC globulin will not be con- 
sidered in this discussion since its exact place in 
the coagulation of blood has not been definitely 
established at this time. 

What is the source of these different factors 
concerned in the coagulation of blood? Prothrom- 
bin is made by the liver from vitamin K derived 
mainly from food. Vitamin K is a fat-soluble 
vitamin found chiefly in green vegetables, and 
because it is fat-soluble, bile salts are necessary 
for its absorption. Once the vitamin K reaches 
the liver, it is converted by the parenchymal cells 
to prothrombin. According to the recent work 
of Quick,’ prothrombin is composed of two frac- 
tions, prothrombin A and B, and the latter frac- 
tion is the one primarily affected by vitamin K 
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and dicumarol. The serum calcium level is main- 
tained by the intake of calcium in food and from 
the calcium storehouse in the bones. The blood 
platelets, as is well known, are derived from 
megakaryocytes present in the bone marrow. 

In considering the actual mechanism of clot- 
ting it is noteworthy that in the year 1904 von 
Morawitz’* proposed that clotting of blood occurs 
in two stages. This idea was incorporated in the 
theory proposed by Bordet and DeLange,’ which 
is as follows: 


PROTHROMBIN + THROMBOPLASTIN + CALCIUM 
= THROMBIN 


THROMBIN + FIBRINOGEN = FIBRIN 

When blood platelets or tissue cells are injured, 
thromboplastin or the “trigger substance” is re- 
leased which starts in motion the clotting mechan- 
ism. Howell‘ believed that the function of the 
thromboplastin is to remove or neutralize the in- 
hibitor substance antithrombin or heparin, with 
which the prothrombin is presumably in combina- 
tion in the circulating blood, and thereby liberate 
free prothrombin. Prothrombin and calcium then 
form thrombin, which in turn reacts with the 
fibrinogen to form fibrin. 

Even after clotting of the blood occurs, how- 
ever, it does not necessarily mean that bleeding 
will stop. Two other steps involved in controlling 
bleeding are: 

1. Contraction of the clot. This is brought 
about by the blood platelets, which, in addition to 
releasing thromboplastin, fill in the interstices of 
the clot and produce contraction of the fibrin 
strands. 

2. Normal capillary resistance, which prevents 
escape of blood and blood components from the 
vascular tree. 

All of these steps, although closely related to 
one another, are separate entities; so, therefore, 
practically all hemorrhagic states can be divided 
into three large groups as follows: 


I. Those primarily due to changes in coagulation 
II. Those primarily due to decrease in blood platelets 
III. Those primarily due to weakness of the capillary 
wall 
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When a physician is confronted with a patient 
afflicted with one of the hemorrhagic diseases, how 
can he proceed to classify properly this disease? 
As stated previously, an accurate diagnosis is nec- 
essary before treatment can be intelligently in- 
stituted to correct the deficiency. This can usual- 
ly be made by a correlation of the history and 
physical findings with the results of the laboratory 
examinations. The history must be taken careful- 
ly with emphasis on the incidence of bleeding in 
other members of the family, the age at which 
bleeding began, and the site and severity of the 
bleeding. A thorough physical examination will 
often uncover important signs leading to the diag- 
nosis. For example, a telltale lesion in the skin 
of a patient with hereditary hemorrhagic telan- 
giectasia may focus attention on a similar lesion 
elsewhere which is responsible for the loss of blood 
and hypochromic anemia so frequently present in 
patients with this disease. 

What laboratory procedures should be carried 
out in arriving at a proper diagnosis as to the 
cause of bleeding? These are listed below to- 
gether with the particular method recommended 
for each test. 

1. Complete blood count — hemoglobin, red 
blood cell count, white blood cell count and dif- 
ferential. 

2. Bleeding time—Duke method (or Ivy). 

3. Coagulation time—Lee and White. 

4. Clot retraction—Lee and White. 

5. Platelet count—Rees and Ecker (also esti- 
mated on differential). 

6. Rumpel-Leede test. 

7. Prothrombin determination—Quick’s meth- 
od (Link-Shapiro modification). 

8. Fibrinogen (occasionally )—micro-Kjeldahl 
method. 

9. Calcium (rarely, if ever)—Kramer-Tisdall 
method (Clarke-Collip modification). 

10. Recalcified plasma test (Howell’s pro- 
thrombin time)—in suspected hemophilia. 

It is important In most instances to perform 
at least the first seven tests outlined before ad- 
ministering blood, blood plasma or vitamin K. If 
the time required to complete these tests may 
jeopardize the patient’s life, and blood or blood 
plasma must be given, an estimation of the bleed- 
ing time and capillary fragility should be made, 
if possible, and enough blood drawn to complete 
the other laboratory procedures before starting 
treatment. Vitamin K should rarely, if ever, be 
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given before blood is drawn to do the laboratory 
work, for to do so may prevent proper diagnosis in 
cases of prothrombin deficiency. In extreme emer- 
gencies, however, blood must be given without de- 
lay. In most of these cases, the diagnosis usually 
can be made later, for transfusions, as a rule, only 
produce temporary changes in the different 
constituents. 

The different hemorrhagic states coming un- 
der each of the three large groups previously men- 
tioned are now considered, and for brevity’s sake 
there are listed only the positive laboratory find- 
ings of value together with pertinent history and 
clinical manifestations, which will enable one to 
make the correct diagnosis. The degree of anemia 
in all cases, unless otherwise mentioned, is di- 
rectly proportional to the amount of blood lost. 

I. Due primarily to changes in coagulation 

A. Deficiency of prothrombin 

1. Due to dietary defects of vitamin K 
a. Hemorrhagic disease of the newborn 
b. Dietary defects in adults 

2. Due to faulty absorption of vitamin K 
a. Jaundice—lack of bile salts 
b. Chronic diarrhea from any cause 
c. Ulcerative colitis 

3. Impaired formation by the liver 
a. Diffuse hepatitis 
b. Cirrhosis of the liver 
c. Liver poisons 


4. Administration of dicumarol 
5. Idiopathic hypoprothrombinemia 


Laboratory findings: 

Prothrombin time—prolonged 

Coagulation time—prolonged 

Bleeding time—usually prolonged 

The same laboratory findings are present 
whether the deficiency of prothrombin is due to 
dietary defects or faulty absorption of vitamin K, 
impaired formation by the liver, the administra- 
tion of dicumarol which prevents the synthesis of 
prothrombin or idiopathic hypoprothrombinemia. 
Because the prothrombin is decreased in amount, 
the prothrombin time is prolonged, the coagulation 
time is lengthened, and the bleeding time is usual- 
ly increased because the formation of the clot is 
delayed. The clot retraction, the tourniquet test 
and the platelets are, however, almost invariably 
normal. It should be stressed that the coagulation 
time will not be increased in any prothrombin 
deficiency until the prothrombin level drops to at 
least approximately 20 per cent of the normal, 
which is about the equivalent of the prothrombin 
content present when the patient’s prothrombin 
time in seconds is 2.5 times the normal control for 
undiluted plasma and 3.5 times the control for 12.5 
per cent plasma. 
Hemorrhagic disease of the newborn due to 
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hypoprothrombinemia occurs within two days to 
a week’s time in about 0.5 per cent of all new- 
borns. It can be prevented by the administration 
of vitamin K to the mother before delivery or im- 
mediately at birth to the child. This condition 
in the infant can be treated by intramuscular or 
intravenous injection of 2 mg. of vitamin K. 

All physicians have seen jaundiced patients 
with prolonged coagulation and bleeding times 
associated with hemorrhage. Before the discov- 
ery that this condition was due to a prothrombin 
deficiency, these patients were treated with cal- 
cium salts and transfusions. No patient with 
jaundice should be subjected to an operation with- 
out first having had a prothrombin time determi- 
nation, or, if facilities are not available, the pa- 
tient should be given sufficient vitamin K to in- 
sure an adequate plasma prothrombin content. 
The prothrombin time, in addition, is of consider- 
able value in estimating liver function. Many of 
these patients have a normal coagulation time be- 
fore operation because the prothrombin content 
is above the level of approximately 20 per cent, 
but as a result of the anesthetic and loss of blood 
it may quickly drop below the critical level, and 
bleeding will occur. In any condition in which 
the food passes quickly through the intestinal 
tract, as in diarrhea or in a short-circuiting opera- 
tion, a prothrombin deficiency may occur. 

Prothrombin deficiency can be corrected by 
vitamin K therapy administered orally if there is 
adequate absorption and a good-functioning liver, 
and parenterally if the latter criterion is met. 
Transfusion of fresh whole blood in adequate 
amounts will immediately elevate the prothrombin 
content to above the critical level. If only pro- 
thrombin Fraction B, which is stable in stored 
blood or plasma, is concerned in coagulation, as 
suggested by Quick,’ then stored whole blood or 
plasma should be equally effective. 


I. Due primarily to changes in coagulation (continued) 
B. Deficiency of thromboplastin 
1. Hemophilia 
Characteristic laboratory findings: 

Coagulation time—prolonged. In general the 
more it is prolonged the more severe the 
hemophilia. 

Bleeding time—normal 

Recalcified plasma time (Howell’s prothrombin 
time)—prolonged. Hemophilic plasma sub- 
jected to high centrifugation clots significant- 
ly slower than the same plasma centrifuged at 
low speed, for in the latter the platelets will 
not all be removed from the plasma and will 
break down releasing thromboplastin. 
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Hemophilia is of course limited to the male. 
This disease is transmitted as a mendelian re- 
cessive, sex-linked character from the male to an 
unaffected but carrier-female to a grandson. 
Diagnosis of this condition is based upon a history 
of repeated episodes of excessive bleeding in the 
male beginning early in life and the demonstration 
that the coagulation time is prolonged, often to 
a pronounced degree. The family history indi- 
cating that the disease is hereditary and sex-linked 
is confirmatory evidence. It is sometimes im- 
possible to obtain a complete history in these 
patients, and then, too, sporadic cases have oc- 
curred probably by mutation of sex cells of the 
mother, which marks the beginning of a new 
strain of hemophilia. 

In hemophilia, hemorrhage occurs usually 
within the first two years of life. Birch’ stated 
that in 25 per cent of the cases the initial hemor- 
rhage occurs within the first three weeks of life. 
Bleeding in hemophilia occurs in the subcutaneous 
tissues, -muscles and joints, with slight or no 
demonstrable trauma. Because of hemorrhage 
into joints, there is frequent deformity and anky- 
losis of the affected joint, most commonly the 
knee. Bleeding may occur from the mouth, the 
gums or the nose, and in approximately one third 
of the patients there is hemorrhage into the 
stomach or enteric tract. It may also occur from 
the bladder or kidneys, but the central nervous 
system is rarely involved. Petechiae are rare. 

The prothrombin time is normal in this con- 
dition because there is no deficiency of prothrom- 
bin, but the coagulation time is delayed. This 
delay, as indicated, is probably due to a decrease 
in the amount of thromboplastin which is neces- 
sary to neutralize the heparin before the clotting 
mechanism can be set in motion. Thromboplastin 
is derived chiefly from the platelets, but appar- 
ently there is also some thromboplastin free in 
the plasma for the giving of plasma, or even 
prothrombin-free, fibrinogen-free plasma, will re- 
store the clotting time to normal. The platelets 
are not decreased in number. In other words, 
the defect is not a quantitative but a qualitative 
one in which the platelets are more resistant so 
that they break down with difficulty, thus slowly 
releasing the thromboplastin. The bleeding time 
as determined by either the Duke method or the 
Ivy method is normal. This is explained by the 
fact that in performing a bleeding time determina- 
tion the tissue cells are injured by the lancet, 
liberating thromboplastin in quantity large enough 
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to produce quickly a clot, and because the plate- 
lets are present in normal numbers to fill in the 
interstices of the clot. Since the platelets are 
quantitatively normal, they produce retraction of 
the clot. Since there is usually no damage to 
the capillary wall, the tourniquet test gives nega- 
tive results. 

Treatment of this condition is transfusion with 
whole blood, plasma or plasma protein Fraction I. 
One hundred and fifty cubic centimeters of blood 
tends to control the bleeding for twenty-four hours. 
About 120 to 150 cc. of liquid plasma or recon- 
structed dried plasma will produce the same effect, 
as will 200 to 600 mg. of plasma Fraction I in 
5 to 10 cc. of physiologic saline injected intra- 
venously. It is most important that in a hemo- 
philiac no operation be performed until the co- 
agulation time is brought down to at least twenty 
minutes or lower by the Lee and White method. 
This reduction can be made by any one of the 
three methods mentioned. 

At this time it is well to discuss briefly a not 
too uncommon hemorrhagic disease called pseudo- 
hemophilia (hereditary pseudohemophilia, heredi- 
tary hemorrhagic thrombasthenia and familial pur- 
pura). The mechanism of this disease is still a 
mystery, and consequently it does not fit well into 
any classification of hemorrhagic diseases, especi- 
ally one based upon a deficiency. According to 
Sturgis,"* this is a chronic familial hemorrhagic 
disease which occurs in both sexes and may be 
transmitted by either parent. It is characterized 
chiefly by a prolonged bleeding time with a normal 
platelet count, coagulation time and clot retrac- 
tility. It is transmitted as a mendelian dominant. 
The disease manifests itself by abnormal bleeding 
from the gums and nose and into the skin and 
subcutaneous tissue following slight trauma. Loss 
of blood may, however, occur from any part of the 
body resulting in a microcytic hypochromic anemia. 

Clinically the disease may resemble hemophilia, 
but by laboratory studies it is easily distinguish- 
able. Then, too, it is also found in the female 
and may be transmitted by either parent. 

Treatment of pseudohemophilia consists of 
blood transfusions. The prognosis is ordinarily 
good as the condition tends to have its onset in 
children and to become less active as the child 
grows older. 

I. Due primarily to changes in coagulation (continued) 

C. Fibrinogen deficiency 


1. Congenital afibrinogenemia 
2. Acquired afibrinogenemia—severe liver dam- 


age 
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Laboratory findings: 

Prothrombin time—falsely prolonged 

Coagulation time—no coagulation 

Bleeding time—prolonged 

Clot retraction—no clot 

Sedimentation rate—no sedimentation of red 

blood cells 
In this deficiency the prothrombin time is 

falsely prolonged. This anomaly is due to the 
fact that when a prothrombin determination is 
made, there is ordinarily sufficient fibrinogen 
present to produce a clot. In this condition in 
which the fibrinogen is decreased or absent, the 
prothrombin time is prolonged falsely even though 
the prothrombin content may be perfectly normal, 
as can be demonstrated by repeating the test 
diluting the patient’s plasma with prothrombin- 
free plasma instead of physiologic saline. The 
coagulation time will be prolonged in cases of 
decreased fibrinogen and will never be completed 
when there is an absence of fibrinogen. The 
bleeding time, too, will be prolonged since clotting 
is either delayed or absent. If there is no clot 
formation, then of course there can be no clot 
retraction. The tourniquet test gives negative 
results, and the platelets are within normal limits. 
The sedimentation rate is of importance in this 
condition since the degree of sedimentation of red 
cells depends chiefly upon the amount of fibrin- 
ogen present in the plasma. The rate of sedi- 
mentation will be very slow or entirely absent. 


The fibrinogen content cf plasma can be de- 
termined accurately in a laboratory by the micro- 
Kjeldahl procedure or by several other methods. 
When there is no or very slight settling of the 
erythrocytes with the findings listed, an approxi- 
mation of the fibrinogen content can be made by 
comparing the amount of coagulum formed on 
heating the patient’s plasma and a normal control 
plasma to 65 C. in a water bath. 

Afibrinogenemia, which fortunately is rare, can 
only be treated by transfusions of whole blood 
or plasma or the plasma fraction containing fibrin- 
ogen. This plasma fraction is available in vials 
containing 125 mg., and sufficient must be given 
to bring the plasma fibrinogen concentration up 
to 100 to 150 mg. per hundred cubic centimeters 
to prevent free bleeding. (Normal: 200 to 400 mg.) 

I. Due primarily to changes in coagulation (continued) 

D. Circulating anticoagulants 
1. Administration of heparin 
2. Liberation of heparin 
a. Shock 
b. In some thrombotic processes 
Laboratory findings: 
Prothrombin time—normal or prolonged 


Coagulation time—prolonged 
Bleeding time—normal or prolonged 
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The diagnosis of this disease is usually made 
without difficulty from the history of the adminis- 
tration of heparin or the clinical condition of the 
patient. It can be substantiated if prothrombin 
determinations are run on both the undiluted and 
12.5 per cent plasma. A prolongation of the 
prothrombin time of the undiluted plasma out of 
proportion to that of the 12.5 per cent plasma 
indicates an increase in anticoagulant according 


to the work of Shapiro.’ It is readily realized 
that an increased amount of heparin requires an 
excess of thromboplastin to neutralize it; so in 
this condition, if enough heparin is present, the 
prothrombin time when undilute plasma is used 
will be prolonged as will the coagulation time. 
In the 12.5 per cent plasma, however, the heparin 
will be diluted out, but there is sufficient pro- 
thrombin to produce clotting and to give a more 
accurate determination of the prothrombin con- 
centration. The bleeding time will be lengthened 
if the heparin is sufficiently concentrated. The 
clot retraction, the tourniquet test and the platelet 
count, however, are usually normal. 
II. Due primarily to decrease in the number of platelets 
A. Idiopathic or primary thrombocytopenic purpura 
(purpura haemorrhagica) 
Laboratory findings: 
Bleeding time—prolonged 
Ciot retraction—poor 
Tourniquet test—positive 
Platelet count—markedly reduced 
Leukocytes—insignificant alteration 
The diagnosis of this condition is based upon 
the great reduction in the platelet count together 
with a prolonged bleeding time, poor clot retrac- 
tion and positive reaction to the tourniquet test. 
Usually petechiae do not occur until the platelet 
count is reduced below 60,000 per cubic millimeter 
ef blood. Even though the platelet count is 
markedly reduced, enough thromboplastin is re- 
leased to bring about coagulation of the blood 
within the normal period. This also accounts for 
the normal prothrombin time. The bleeding time, 
however, is prolonged because even though the 
clot forms within the normal period of time, there 
are not enough platelets to fill in the interstices 
of the clot and to produce contraction. The 
tourniquet test in this disease usually gives positive 
results, either because of injury to the capillary 
wall or because there are not enough platelets to 
fill in small breaks in the capillary endothelium. 
This type of purpura, which occurs most fre- 
quently in children and young adults, more com- 
monly in the female than in the male, may appear 
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in the first year of life or may be present even at 
birth. It is characterized clinically by petechiae, 
ecchymoses and hematomas as well as hemorrhage 
from the mucous membranes. Bleeding may occur 
from the genitourinary tract. Profuse and pro- 
longed uterine bleeding may be the only symptom 
of this disease at its onset. According to Sturgis,” 
when this condition occurs in the absence of pur- 
pura, the patients not infrequently consult the 
gynecologist, who should never overlook the pos- 
sibility that menorrhagia or metrorrhagia may 
be associated with various types of hemorrhagic 
states. Bleeding may also occur from the ali- 
mentary tract or from the gums. Intracranial 
hemorrhage unfortunately is common and is pres- 
ent in most cases of this disease coming to autopsy. 
The spleen is palpable in about one third of these 
cases, but it is never large. There is no general 
giandular enlargement, no bone tenderness or 
evidence of any skin lesion of an urticarial nature. 

It is essential that this disease be recognized 
for splenectomy is the treatment of choice and the 
carlier it is performed the better the prognosis. 
Before splenectomy is advised, however, the fol- 
lowing diagnostic essentials listed by Wiseman, 
Doan and Wilson” should be met: 

1. There must be spontaneous purpura and/or 
free bleeding from the mucous membranes. 

2. The blood platelets must be substantially 
decreased in numbers, that is, less than 100,000 
per cubic millimeter of blood. 

3. The clotting time and prothrombin time 
must be within normal limits. 

4. The anemia and leukocyte count must not 
be out of proportion to the amount of bleeding. 

5. There must be no pathologic cells in either 
the blood or the bone marrow. 

6. There must be no recent history of the 
ingestion of drugs or the occurrence of those dis- 
eases known occasionally to produce thrombo- 
cytopenia. 

7. There must be no appreciable enlargement 
of the spleen or lymph nodes. 

II. Due primarily to decrease in the number of platelets 
(continued) 
B. Symptomatic or secondary thrombocytopenic 
purpura 
1. Blood disorders 
a. Leukemia 
b. Myelophthisic anemias 
c. Aplastic anemia 
d. Splenic disorders—Banti’s syndrome 
2. Infections 
a. Septicemias 


b. Subacute bacterial endocarditis 
c. Typhus fever 
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3. Allergic thrombopenia 
a. Drug allergy 
(1) Organic arsenicals 
(2) Sedormid 
(3) Benzol 
(4) Gold salts 
(5) Sulfonamides 
b. Food allergy 
4. Physical agents 
a. Roentgen rays and radium 


The laboratory findings are the same as for 
idiopathic thrombocytopenic purpura except that 
in blood disorders the anemia is out of all pro- 
portion to the blood loss. The blood count and 


bone marrow studies are of great value in this 
group of cases. If there is a leukocytosis, the 
probability of an infectious disease is likely. In 
the allergic states there may be an eosinophilia. 
The history and physical findings are of great 
assistance in the diagnosis of this disease. A 
history of the administration of drugs such as 
those mentioned in the outline may be of help. 
Symptoms and signs of infection or of urticaria 
or erythema may be useful in differentiating this 
condition from the true idiopathic thrombocyto- 
penic purpura. When purpura develops in an 
adult for the first time, one should search care- 
fully for an etiologic agent, for a person with 
idiopathic thrombocytopenia rarely fails to have 
signs of the disease before re’ ‘hing maturity. In 
these cases one should search most carefully for 
a chemical agent as the cause of the decreased 
platelet count. Treatment of symptomatic throm- 
bocytopenia consists of treating the primary dis- 
ease or of removing the offending drug, allergen, 
infectious or physical agent. The administration 
of vitamin C or rutin may help by increasing the 
capillary tone. 
III. Due primarily to changes in the capillary walls 
A. Nonthrombocytopenic purpuras 
1. Infectious diseases 
a. Subacute bacterial endocarditis 
b. Typhus fever 
c. Meningitis 
2. Allergic basis 
a. Schénlein’s and Henoch’s purpura 
b. Erythemas of Osler 
c. Drugs 
(1) Iodides, belladonna, quinine and snake 
venoms 
. Vitamin deficiency 
a. Vitamin C—scurvy 
b. Vitamin P 
4. Toxins of nephrotic origin 
5. Abnormal capillary fragility of the newborn 


Laboratory findings: 
Tourniquet test—positive 


w 


In all of these disorders the defect appears 
to be in the capillary walls and is due either to 
a toxin, allergen, drug or vitamin deficiency. Diag- 
nosis depends chiefly on the tourniquet test. The 
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reaction to this test is positive in practically all 
instances, but there are instances in which capil- 
lary fragility is only a local and not a generalized 
lesion; so in those cases a negative result of the 
tourniquet test may be obtained at the usual site. 

Nonthrombocytopenic purpura is the common- 
est type of purpura; it may occur in any infectious 
disease and is regarded as the characteristic rash 
in many diseases such as typhus fever, Rocky 


Mountain spotted fever and epidemic men- 


ingitis. The damage to the capillary wall in these 
instances may occur as a result of bacterial emboli 
lodging in the capillaries as in subacute bacterial 
endocarditis or by the direct action of a circulat- 
ing toxin on the capillary walls. 

Allergic purpura is common, the drug or aller- 
gen affecting directly the capillary wall. In 
Schonlein’s purpura there is no hemorrhage into 
the joints as there is in hemophilia but rather a 
periarticular effusion which gives rise to pain and 
tenderness about the joints. The patient often 
complains of pains of a rheumatic nature. In 
Henoch’s purpura the symptoms are referred chief- 
ly to the gastrointestinal tract, and this form of 
purpura occurs most often in children and adoles- 
cents. The symptoms are due to an urticarial 
serohemorrhagic effusion into the intestinal wall, 
according to Wintrobe.” Colic is the commonest 
symptom and may be transient or prolonged. 
Sometimes the abdominal symptoms are not ac- 
companied by purpura, and many needless opera- 
tions have been performed because this condition 
was not suspected. Henoch’s purpura, like Schén- 
lein’s purpura, is often associated with rheumatic 
pain. 

It is notable that the same disease condition 
may produce in one patient a symptomatic throm- 
bocytopenic purpura and in another a nonthrom- 
bocytopenic purpura. In the first instance the 
toxin produces a decrease in the number of plate- 
lets and capillary damage while in the second 
instance the toxin acts only by damaging the 
capillary wall. Treatment in these purpuras de- 
pends upon treating the infection or, if it be on 
an allergic basis, upon eliminating the allergen 
or immunizing the body against it. Rutin and 
vitamin C are also used to improve the capillary 
tone. 

III. Due primarily to changes in the capillary walls 

(continued ) 


B. Congenital defective capillary walls 
1. Hereditary hemorrhagic telangiectasia 
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This disease, which is also called hereditary 
epistaxis, hereditary angiomas and familial telangi- 
ectasia, is a hereditary vascular anomaly due to 
multiple dilatations of capillaries and venules of 
the skin and mucous membrane which often gives 
rise to bleeding from these defective areas. This 
disease is transmitted as a mendelian dominant 
to either sex. Although the lesions may be ob- 
served in children, bleeding becomes more promi- 
nent as the patient gets older. . Because this con- 
dition may be mild and never give rise to abnormal 
bleeding, one may get no history of its presence 
in other members of the family. Painstaking 
examinations will, however, usually reveal the 
presence of a lesion in one of the parents. Diag- 
nosis is usually made by finding the triad of 
habitual hemorrhage, multiple telangiectases and 
family history. The tests ordinarily performed 
in the diagnosis of hemorrhage usually all give 
negative results. Treatment consists in stopping 
the hemorrhage, best by electrocautery, and by 
administration of iron or transfusion of whole 
blood if the hypochromic anemia is severe. 


Summary 

An effort has been made in this paper to pre- 
sent the physiology of hemostasis and the defects 
present in pathologic states. A classification of 
hemorrhagic states based upon a deficiency in- 
volving primarily either coagulation or platelets 
or capillary walls has been set forth. The perti- 
nent laboratory findings in these different condi- 
tions are given together with an explanation as to 
the defect present and the mechanics of how this 
deficiency leads to bleeding. Stress is laid upon 
the necessity of attempting a diagnosis before 
beginning treatment. A few words are given in 
regard to treatment. 

In conclusion, it might be helpful to classify 
the different hemorrhagic states based on the re- 
sults of a few simple laboratory tests, as follows: 

When one is confronted with a patient who 
has both a prolonged bleeding and coagulation 
time, one is probably dealing with either a pro- 
thrombin deficiency or in rare instances a lack of 
fibrinogen in the blood. : 
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When there is a prolonged coagulation time 
with a normal bleeding time in a male, with re- 
action to other laboratory tests being negative, 
one is probably dealing with true hemophilia. 

When one has a patient with a normal coagu- 
lation time and a prolonged bleeding time, but 
with clinical characteristics resembling hemophilia, 
one is probably dealing with pseudohemophilia. 

When one obtains a normal coagulation time 
and a markedly prolonged bleeding time, together 
with poor clot retraction, and a positive reaction 
to the tourniquet test, one is probably dealing 
with either primary thrombocytopenic or sympto- 
matic purpura. The platelet count is decreased 
marked y in both conditions. In symptomatic 
thrombocytopenia, however, the purpura is just a 
sign of a diseased state affecting platelet forma- 
tion, and this condition must be strongly suspected 
in all thrombocytopenic purpuras beginning in 
older persons. In primary thrombocytopenic pur- 
pura the etiology is obscure, and the disease 
usually begins in childhood. 

When only the tourniquet test gives positive 
results, one is probably dealing with a nonthrom- 
bocytopenic purpura. 

When all of the laboratory tests give negative 
results, one should suspect hereditary telangi- 
ectasia or rhexis of a vessel from trauma or 


erosion. 
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General Allergies in Children 


CHARLOTTE C. Macutre, M.D. 
ORLANDO 


It is not the purpose of this paper to present 
a full discussion of allergy, but only to consider 
some of the allergies of children which are seen in 
pediatric practice. Not many years ago it was 
believed that allergic manifestations occurred only 
in adults, but today over half of the victims of 
allergy have been found to have had some allergic 
manifestations before the age of 5 years. The 
importance of early recognition and institution of 
adequate treatment for these allergic children can- 
not be overemphasized. 

The term “hypersensitiveness” is used as an 
inclusive term to denote a state of specific sensi- 
tivity to a given substance. Allergy, meaning 
“altered reactivity,” is used to denote sensitivity 
in the human. Synonymously with allergy the 
word “idiosyncrasy” has frequently been used. 

Practically any substance may be an allergen 
and may produce an allergic reaction. Common 
allergens are classified as inhalants, ingestants, 
contactants, injectants and physical allergens. 

There is not a satisfactory explanation as to 
why one person becomes allergic to a substance 
and others do not. The onset of allergy may 
occur at any age. As a rule, the more allergic 
the antecedents, the earlier will be the onset of the 
allergic manifestations.‘ Climatic conditions af- 
fect certain forms of allergy, especially the respir- 
atory forms. Environmental conditions also act 
as contributory causes. 

Body cells are believed to be endowed with a 
defense mechanism which protects them against 
harmful agents. The invasion of the body by 
bacteria or bacterial toxins (antigens) causes this 
defense mechanism to produce antibodies which 
are believed to facilitate the neutralization or de- 
struction of invading bacteria. Body cells are ap- 
parently unaltered by the process of antibody 
formation and if subsequent bacterial or toxin in- 
vasion occurs, they again produce antibodies in 
exactly the same way. The same cellular process is 
thought to take place when an allergen first invades 
the body except that the antibodies (reagins) 
are believed to remain attached to some of the 
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tissue cells in localized areas. Thus these cells 
have been referred to as altered or sensitized cells. 
When the body is again invaded by the allergen, 
it is thought that there is a reaction between the 
allergen and the fixed antibody of the sensitized 
cells to such an extent that they liberate certain 
cellular constitutions, among which is histamine.. 
Histamine has numerous actions, some of which 
are: contraction of smooth muscle (bronchiolar, 
intestinal and vascular), increased capillary 
permeability with hives and angioneurotic edema 
as a result, and increased activity of the glands of 
mucous membranes with copious secretions of 
mucus. 

While tissues exposed to direct contact with 
allergens are most likely to react, others may also 
become involved indirectly. This involvement is 
particularly true of food allergy since a local re- 
action of the stomach and intestines does not pre- 
vent continued absorption of the offending sub- 
stance. It is possible for one allergen to cause 
different symptoms in various allergic persons. 
It is also possible for one allergen to cause differ- 
ent manifestations in the same person on subse- 
quent exposures, depending to some extent on the 
mode of entry as well as the reactivity of the vari- 
ous tissue cells.” 

In hay fever and allergic rhinitis, the nasal 
passages become engorged and secrete copious 
amounts of thin watery mucus. The allergic nasal 
mucosa is especially sensitive to changes in tem- 
perature and humidity. It might be pointed out 
that an allergic mucous membrane is more suscep- 
tible and throws off infection less readily than a 
normal one. The converse is also true; a nasal 
membrane which is infected will respond less read- 
ily to allergic therapy. In asthma, the bronchi 
are constricted. This constriction is brought about 
because of edema of the bronchial mucous mem- 
brane, which edema narrows the lumen. There is 
obstruction also due to excessive amounts of mucus 
and spasm of bronchial smooth muscle. The many 
present day concepts of bronchial asthma have 
grown out of the introduction of skin tests to deter- 
mine the skin reactivity to various protein sub- 
stances. The important part played by the hered- 
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ity factor is illustrated by the fact that a positive 
antecedent family history is found in approxi- 
mately 80 per cent of the cases occurring during 
the first five years of life. 

T’ood sensitization plays a more important role 
in children than in adults. Evidence accumulated 
has demonstrated that mold spores are of import- 
ance as contributory and even sole causes of aller- 
gic bronchitis. Air-borne fungi may be of import- 
ance in dry as well as damp climates, and outdoors 
as well as indoors. In one case of allergic bron- 
chitis in which all trial and error elimination tests 
were without results, a positive scratch test for 
Rhizopus gave a clue, and it was found that the 
kapok pillows were harboring this offender. On 
removal of the pillows and a thorough cleaning of 
the entire environment of places harboring dust, 
the patient was symptom-free for three years. 
He then received one injection of penicillin, which 
immediately resulted in angioneurotic edema and 
subsequent dermatitis. Another case, that of a 
white boy 4 years of age who had increasing symp- 
toms of asthma during midsummer months with 
the severity of allergic symptoms varying directly 
with the erythema of the skin as a result of a pro- 
longed exposure to sunlight, demonstrates the ac- 
tivity of physical allergens. 

That the skin is an important immunologic 
organ can be proved by the fact that antibodies 
are stimulated much more rapidly and in greater 
quantities if the antigen is injected intradermally 
than when injected intravenously or subcutaneous- 
ly. The intradermal injection of 1 cc. of typhoid 
vaccine affords an example. In connection with 
allergic manifestations, the allergic antibody, or 
reagin, is essentially a skin-sensitizing antibody. 
It is for this reason that the skin is used extensive- 
ly in diagnostic testing for sensitivity. Contact 
dermatitis involves the epidermis essentially, while 
eczema involves the corium. In children, second- 
ary inflammatory changes in the skin occur, de- 
pending on duration, trauma and infection. The 
type of skin lesions seen in older infants and chil- 
dren, beginning at the twelfth to eighteenth month 
and continuing into late childhood is referred to 
as neurodermatitis; atopic dermatitis; atopic 
eczema and flexural eczema. Ingestants and in- 
halants are common sources of this type of derma- 
titis. Seasonal exacerbations are common in this 
form of eczema. 

The results of treatment of neurodermatoses 
are often disappointing. Apart from the local and 
constitutional manifestations in dealing with chil- 
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dren, who frequently become self conscious and 
sensitive because of their unsightly appearance, the 
psychologic and emotional reactions may be such 
as to further increase an already existent nervous 
instability.” 

Local treatment of eczema is generally futile. 
A complete detailed history of the case and an 
elimination program will insure more effective 
results. All sources of external irritations should 
be eliminated, as well as any suspected allergens; 
hence, scratch tests serve little or no purpose. 
There is perhaps no allergic disease in which the 
search for eliciting allergens is more discouraging. 

Eczema occurring for the first time in persons 
past the period of infancy is not too unlike the 
contact dermatitis of adults, and these victims are 
not relieved always by restriction of foods to 
which the patient may or may not have a positive 
skin test. It is true, however, that the eating of 
certain foods aggravates the rash. Egg, milk, 
wheat, fish and, in infants, also crange juice and 
tomato, are the foods from which the most reac- 
tions are obtained. 

Hospitalization is frequently necessary to clear 
some patients of eczema, and it, in many instances, 
recurs soon after the patient returns home. In 
such cases the actual change of environment which 
removed the patient from the offending contact- 
ants and inhalants was the basis of the relief of 
symptoms. 

The manifestations of allergy of the gastroin- 
testinal tract may be acute or chronic and may 
occur in the form of herpes labialis, swelling and 
burning of the lips and tongue, canker sores, dis- 
taste for food, distention of the intestinal tract, 
nausea, vomiting, abdominal cramps, mucous coli- 
tis, constipation or diarrhea, occasionally with 
bloody mucus stools, and pruritus ani. Colic in 
its widest application is used to describe any form 
of abdominal pain and is caused by either or both 
overdistention and forcible peristaltic contractions. 
The former is a result of swallowing air or exces- 
sive fermentation of undigested foods, especially 
carbohydrates. The painful peristaltic contrac- 
tions may be the result of indigestion, intestinal 
distention, hunger, food allergy, or an instability 
of the autonomic nervous system. Breast-fed in- 
fants can suffer these gastrointestinal disturbances 
if they are sensitive to a particular food which the 
mother is eating. The artificially fed infant with 
a limited number of ingestants presents a much 
simpler problem, and the offending food can be 
detected with the aid of simplified trial diets.‘ 
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Gastrointestinal allergy is not necessarily a mani- 
festation of food allergy. It may follow the inhala- 
tion of pollens. The strongest evidence of food 
allergy is the cessation of symptoms upon the 
elimination of the suspected food from the diet 
and a recurrence of symptoms whenever the food 
is again added to the diet. In some instances, 
certain allergens may produce a so-called “fixed 
sensitivity” and always initiate allergic manifesta- 
tions when the patient comes in contact with the 
specific substance. 

Since most allergens are protein in nature, it 
is possible frequently to change the antigenicity 
by heating or boiling the offending substances. 
Allergic children are frequently able to ingest milk 
after thorough boiling without showing evidence 
of any allergic manifestations. 

The cutaneous tests are not wholly relied upon 
to unearth the clue to the exciting food ailergy 
because the patient may show a negative skin re- 
action and yet be clinically hypersensitive. Again 
a patient may have a partial or complete tolerance 
to a food to which a positive skin reaction is ob- 
tained. As the child approaches about 7 years of 
age, food allergy ceases to be the predominant type 
of allergy, and then inhalants become predominant 
offenders. This may be illustrated by the fact 
that as the child grows older, positive skin reac- 
tions to food substances become less frequent. 

The recognition of food allergy in patients not 
suffering also from asthma, hay fever, eczema, or 
urticaria is more difficult, and the clue to the 
allergic nature of the condition may be in the 
chronicity and lack of organic basis for the symp- 
toms.” In children the treatment of gastroin- 
testinal allergy consists chiefly in elimination of 
the offending foods from the diet. 

A routine procedure is the use of a simplified 
basic diet to which the child is least likely to be 
sensitive. This diet can only be formulated after 
a concise history has been obtained and the patient 
has been examined. After the allergic manifesta- 
tions have subsided, I have been able to detect 
-offending foods with considerable accuracy by the 
addition of only a single new food at each three 
or four day interval. Whenever an offending food 
is detected, it is withheld and tried again at some 
later date. Foods such as vegetables and meat 
soups, mixed fruits, eggs, wheat cereals, citrus, 
nuts and chocolate are not begun until the child 
has a substantial diet and is progressing satisfac- 
torily otherwise. This method of procedure has 


been most satisfactory in gradually building up 
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the diet as required by growth and development 
of infants and has markedly reduced the incidence 
of allergic manifestations, especially gastrointesti- 
nal disturbances and the necessity of subsequent 
elimination diets. 

In older children in whom the inhalants are 
the offending factors, environmental changes are 
frequently advisable. Physical allergies may be 
manifested in various ways. With exposure to the 
sunlight nasal congestion may result. Likewise, 
cold may cause allergic manifestations in suscep- 
tible persons. 

Summary 

The etiologic and pathologic aspects of general 
allergies in children are presented. Treatment is 
also discussed. 
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Box 25. 
Discussion 


Dr. Tuomas C. Macuire, Plant City: Little did I 
dream when I graduated in medicine forty-one years ago 
that I would today, or at any other time, discuss a paper 
written and delivered by a sister-in-law of mine. 

I wish to congratulate Dr. Charlotte Maguire for the 
concise manner in which she has presented this subject, 
“General Allergies in Children,” in such a limited time. 

When I began the practice of medicine the word 
“allergy” was not used in the sense of a medical term. 
We, at that time, called the allergic symptoms that we 
have today an idiosyncrasy to certain types of food or 
drugs, when urticaria and various skin lesions would 
appear. 

The word allergy was coined by von Pirquet. 

Historically speaking, a state of altered reactivity or 
allergy has been mentioned in the literature for the past 
two decades. In the early part of the nineteenth century 
an English physician traced his own attacks of asthma 
to his cat and would actually measure the distance be- 
tween himself and the cat when his symptoms would 
appear. 

The American Academy of Allergy came into existence 
about 1928, but it was not until eight or ten years ago 
that a separate section was established by the American 
Medical Association. Since that time allergy has been 
placed high in ranks in sections of internal medicine. 

As Dr. Maguire says, any substance may be an allergen 
and produce an allergic reaction in many ways. Any 
patient having allergic manifestations is affected in various 
ways and is attacked when the body cells do not have 
enough antibodies to prohibit the growth of the invading 
bacteria. In the normal person the body cells are endowed 
with a defense mechanism which protects them from 
harmful invading agents. 

Dr. Charlotte mentioned five types of allergens, name- 
ly, inhalants, ingestants, injectants, contactants and phy- 
sical allergens. In my practice it has been the ingestants 
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that have given me the most trouble. I learned many 
years ago not to give by mouth or hypodermic any type 
of medicine when the patient said, “I can’t take so and 
so.” The medicines that have given me the most trouble 
are quinine, hyoscine, the arsenic group, and in recent 
years the sulfa drugs and penicillin. 

It has been my privilege to treat many adults working 
in the citrus canning plants, who were allergic to the acids 
and oils from the fruits. The treatment is simplified in 
these cases by an application of some bland lotion and 
removal of the irritating substance. The skin lesions 
would clear up in a few days only to return if the patient 
returned to work. Many have had to stop this type of 
employment. 

As to hereditary allergy, it is the allergic state that is 
inherited and not the manifestation. That is to say, if 
one parent should have the hives, it is the skin that is the 
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shock organ, but in the offspring the shock organ may be 
the nose or chest; therefore, the terms hay fever and 
asthma are applied. If one parent is allergic, then 35 per 
cent of the children will have allergic manifestations. 
Should both parents be so affected, then 85 per cent of 
their offspring will have allergic conditions. 

Many of the foods that the mother eats pass through 
her milk unchanged. When one is treating babies with 
colicky pains, gas distention and various skin lesions, it is 
important to ascertain if the mother has any allergic 
symptoms. The process of food elimination with the 
mother, if she continues to nurse the baby, is most im- 
portant, and in a day or two there will be a great improve- 
ment in the baby. The treatment is simplified with 
bottle-fed babies as changing the formula may often be 
the only requirement. Little medicine is necessary in 
these cases. 


Clinical Response to Crowe's Vaccine in One Hundred 
and Twenty-Five Cases of Rheumatic Disease 


KENNETH PHILLIPs, M.D. 
MIAMI 


Introduction 

From the viewpoint of suffering, disability 
and cure, rheumatic and allied conditions may well 
assume the position of public enemy No. 1. In 
the Primer on Arthritis’ the United States Public 
Health Service gives a 1937 prevalence in the 
United States of 6,850,000 for rheumatism, almost 
double that of heart disease, listed as 3,700,000. 

A wide review of opinion, together with per- 
sonal experience, emphatically accents contradic- 
tion of the statement by Tegner® that in 70 per 
cent of these cases there will occur spontaneous 
improvement. On the contrary, in the vast ma- 
jority if left untreated, the condition will grow 
progressively worse and eventually leave the pa- 
tient disabled and crippled. Any contribution 
which will carry additional relief to these masses 
should be desired. Reports from the Crowe, 
Charterhouse and Brighton Clinics in Europe, 
covering over 3,000 cases carefully analyzed since 
1926, disclose a type of management available to 
individual physicians in their offices or clinics.° 

Extensive inquiry reveals that several Amer- 
ican physicians are using Crowe’s vaccine with 
success; but knowledge of its value and clinical 
application is at present not sufficiently wide- 
spread. The clinical response in the 125 cases 
comprising this study fully justifies a report for 


the benefit of the many physicians seeking meth- 
ods which are applicable to the private office 
without special equipment. The various types of 
rheumatoid arthritis, osteoarthritis, myositis and 
fibrositis were included in the study; but exten- 
sive discussion of classification is avoided, and the 
scope is confined to the more important factors 
of symptomatic behavior and technic. 

A further practical impression is gained from 
the reports of the European clinics in that a large 
number of the patients were indigent and unable 
to receive expensive radiologic, dental and_ bac- 
teriologic examinations. They were, therefore, 
able to receive only the minimum extent of therapy 
afforded. A quotation from the report of the 
Brighton Clinic is significant: “No case, however 
crippled—and several were unable to get up the 
stairs or out of their chairs—has been refused.’” 
Both severity in disease and chronologic selec- 
tion therefore are evident. 


Methods of Study 
The fundamental aim was to test clinically 
the value of Crowe’s vaccine in a location geo- 
graphically and climatically different from Lon- 


don. The same technical routine as described by 
the original investigators, together with their em- 
phasis on dosage, was followed. 
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Proper therapeutic control was established in 
that while Crowe’s vaccine was administered, all 
other treatment was restricted, except in cases in 
which the patient suffered from severe distress, 
when for a time moderate doses of analgesic drugs 
and sedative physical therapy were necessary ad- 
juncts. When salicylates were used in this con- 
nection, low dosage (20 to 30 grains daily) was the 
rule. Since none of these adjuncts alone are cura- 
tive, and many patients did not even receive them, 
the control is not clouded. 

Cases were taken in chronologic order after 
diagnosis was established. The series consists of 
125 cases. The age of the patients varied from 27 
to 65 years. Sixty per cent were females and 40 
per cent males. Subcutaneous injections of Crowe’s 
vaccine, obtained directly from London, were 
given once weekly until clinical response was 
manifest; then the interval between injections 
lengthened according to behavior of symptoms. 
Examinations for progress were conducted at least 
monthly, and observation extended over eighteen 
months. 


Technic of Management 

Proper dosage of the vaccine and careful 
analysis of each patient’s response are absolutely 
fundamental to successful treatment. Crowe is 
emphatic relative to this principle, and his con- 
tentions have been confirmed. The correct dose 
in any particular case may be high or infinitesimal- 
ly low, and is not a matter of the slightest moment. 
The object is to provide a minimal stimulus to 
the immunity mechanism and avoid provocative 
reactions. This important viewpoint runs con- 
trary to the thoughts of many physicians when 
dealing with vaccine therapy, in that there seems 
to exist an idea that the larger the dose the better 
the results. This false principle must be entirely 
eradicated, and failure to do so has been respon- 
sible for many negative results in the past. 

The vaccine may be obtained from London 
in three forms; Streptococcus (200 strains), 
Staphylococcus (2 strains) and the mixed stock 
vaccines containing both. For the American 
physician the less technical method is to use the 
mixed vaccine, even though Crowe directs atten- 
tion to its disadvantages over the use of the un- 
mixed. While the present study has confirmed 


that the majority of the patients will respond 
equally well to the mixed vaccine, there will be 
a minor number for whom the separated stock 
solutions are needed. 
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Dosage is paramount. This observation is 
re-emphasized at the risk of repetition. For the 
purpose of simplicity, my associates and I carry 
a stock solution based upon 1,000,000 organisms 
per cubic centimeter as a unity. This lends to 
ease of making up treatment solutions by further 
diluting the original in multiples of 10. In our 
series the largest individual dose was 250,000; the 
vast majority were below 100,000. [t is obvious, 
therefore, that working solutions must be made up 
and kept on hand containing 0.1, 0.01 and so 
ferth strengths of the unity, in order that proper 
individual doses can be calculated and given with 
ease. 

We begin with an initial dose of 25,000 to 
50,000 depending upon the severity of symptoms. 
Children over 5 years of age receive the same dose 
as adults. This initial dose is lower than that 
used by the London groups, but it has worked well 
in our hands. All subsequent dosage is calculated 
upon the individual response of the patient, which 
brings us to the important discussion of response 
and reactions. Their recognition and importance 
cannot be overemphasized. 

Pause for a moment to reflect the difference 
between this scheme of dosage and that advocated 
for the run of American stock vaccines, usually 
5,000,000 as an initial dose. No wonder that 
Pemberton‘ could only admit the value of vaccines 
in “some cases.” He advised injections every five 
to seven days in doses ranging from 10 million to 
2,000 million. 

Three terms must be clearly defined, and care- 
fully apprehended: response; reaction; and re- 
lapse. 

Response means an immediate improvement 
following an injection of the vaccine. It must 
not, however, be preceded by an aggravation of 
symptoms. If it is, then reaction has ensued, and 
the dose must be reduced according to prescribed 
formula. 

Reactions may be of four kinds, and the dos- 
age must fluctuate accordingly. Local reaction 
(at the site of injection) usually means an error 
in technic; either a breach of antisepsis, or the 
vaccine has been given too deep, piercing the 
fascia. No change in dosage is indicated. Focal 
reaction refers to an exacerbation of symptoms, 
especially pain, swelling or tenderness in the parts 
involved. It calls for reduction in dosage. Gen- 
eral reaction is not uncommon; it must be recog- 
nized and properly managed. Lassitude, severe 
exhaustion and often a dull and vague type of 
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headache are the commonest manifestations, al- 
though anorexia, slight nausea or night restless- 
ness may be exhibited. This likewise calls for 
reduction in dosage. In our series when general 
reaction occurred, it did so with predominance 
within twenty-four hours after the injection, al- 
though it may occur later. Lag reaction is a 
peculiar type, but must be carefully sought be- 
cause it is frequently missed by the patient. It 
consists of no subjective response to symptoms for 
a few days, and then a subsequent improvement. 
It is thought that a mild type of general reaction 
has been threatening; and unless dosage is reduced, 
a severe general reaction may take place following 
the subsequent dose. 

Relapse may be defined as the tendency of 
symptoms to recur after previous improvement 
following the injection has been noted. It may 
be. manifest three to ten days after the injection. 
It is often difficult to distinguish from lag reac- 
tion, but differentiation is emphatically necessary 
since the alteration of the dosage is directly oppo- 
site. 

It is obvious that, for successful treatment, 
the physician must cross examine and before cal- 
culating any dose determine the answer to three 
questions relative to the previous injection: 1. Was 
there any obvious effect of the injection? 2. If 
so, was it good or bad? 3. What days or nights 
in relation to the injection did the effect occur? 
Invaluable aid to this phase can be obtained by 
supplying each patient with a printed diary slip 
covering six days and nights. The response is re- 
corded daily, and the slip brought along for survey 
by the physician at each injection. 

For clarity and importance the scheme of dos- 
age following the initial and each subsequent in- 
jection is as follows: response, continue the same 
dose or increase; local reaction, no change in dos- 
age; focal reaction, reduce each dose one half; 
general or lag reactions, reduce dose tenfold; re- 
lapse, same dose or slight increase. 

These are the keynotes to results, and one 
must not hesitate to continue reduction of dosage 
if reactions continue, even down to dilutions in 
which an individual dose is only 100 as compared 
to an initial 50,000 unit injection. 


Clinical Results 
One cannot avoid being favorably impressed 
with the symptomatic response of rheumatic dis- 
ease to this treatment. The London group venture 
the word “cure” and tabulate accordingly. It has 
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purposely been avoided in this report. The rheu- 
matic group, in which has been included patients 
with rheumatoid arthritis, osteoarthritis, fibrositis 
and myositis, represents a horde of people suffer- 
ing from distress and disability for which there is, 
at present, no treatment sufficiently satisfactory. 
Any measure which is sufficiently simple to be 
placed at the disposal of the physician in general 
office practice and will produce this degree of im- 
provement must not be denied. 

Table 1 reveals an over-all response which has 
emphatically relieved 90 per cent of these suf- 
ferers from their distress and disability sufficient 
to re-establish them to comfortable living and 
earning status. These end results were, frankly, 
surprising to me. It is both a security and an 


additional satisfaction to know that the cases were 
individually scrutinized, and personal contact with 
both American and European physicians using the 
management has established equally enthusiastic 
results. 

Three cases of uric acid diathesis were included 
in the series because of the amount of generalized 
bodily distress manifested. In all, response was 
favorable, but it is not believed that this would 
in general hold true, since Crowe reported little or 
no benefit in these cases. 


Difficulties Which May Be Encountered 

Sensitiveness of the patient to both the vaccine 
and the disease constitutes one of the leading like- 
lihoods of difficulty. It is characterized by a 
worsening of the symptoms, and when its occur- 
rence is subsequent to an injection of vaccine, it 
may be confused with a typical reaction. Contro- 
versy in thought exists relative to how much 
allergy is tied up in the rheumatic syndrome. 
When it is present, probably the protein fraction 
of bacteria is concerned. Sensitivity may develop 
suddenly during the early weeks of treatment, and 
if not immediately recognized, trouble may be ex- 
perienced and the disease actually made worse. 
Careful regard must always be paid to any signs of 
general reaction following the vaccine and a ten- 
fold reduction made in each subsequent injection, 
even to the low level of 100 units of vaccine per 
dose. Ample evidence has accumulated to verify 
the hypothesis that with increasing dosages in the 
presence of sensitivity the resistance of the host 
can actually be decreased while that of the invad- 
ing organism is increased. This, of course, would 
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Table 1 
Crowe's Vaccine 


Duration of | 


Classification Number of | Average Results Treatment * | 
Cases | Duration Pain Swelling Function Average 
| 
Pa Mm y pedi mectset - | 
No Change Moderate Much | 
or Worse | Improvement | Improvement 
Nonarticular rheumatism (Sea. ieee | 
including myositis, | | 
fibrositis and neuritis 44 | 2% years | 2— 4.5 % 6—13.63% 36—81.8% 8 weeks active | 
Rheumatoid arthritis 56 | 6 years 6—10.7 % 9—16. 7% 41—73.2% 6 months active 
14 months intermittent | 
Osteoarthritis 22 714 years 4—18.18% 8—36.3 % 10 —45% | 10 months active 
| 18 months active 
Uric acid diathesis 3 | 8 months| O | 1—33.3 % | 2—66.6% | 6 weeks active 
. 4 | | 
Total 125 | 12— 9.6 % | 24—19.2 % 89—71.2% 
} | 
| | | 
* Active treatment indicates weekly injections; intermittent treatment, bimonthly, monthly or 
even longer intervals between injections. 











result in actually defeating the purpose of the 
management. 

A common stumbling block, therefore, is’ the 
bacterial content of the very small dose. How 
could this content, for example, in a dose of 
0.00001 million, or an equivalent of say 10 organ- 
isms, of a vaccine containing 200 strains, possibly 


be of any value? Yes, in a few cases it has been 


necessary actually to dip down to this level, and 
the clinical response has been evident. The answer 
is that the method of preparation is such that the 
majority of the organisms are autolyzed and in 
solution. To clarify further this confusion, I 
have chosen to adopt the term “units” in place of 
“organisms.” The mathematical calculation of 
strength and dose is exactly the same, but the new 
terminology eradicates the mental puzzle. 

When excessive sensitivity is manifest toward 
the vaccine, Crowe directed attention to the value 
of using benzamine lactate or procaine mixed with 
the vaccine at the time of administration. He re- 
ported that the mechanism is not at present un- 
derstood. 

Crowe was of the opinion that sensitiveness 
arises under four conditions: autoinoculation (im- 
proper amount of physical activity during the 
acute stage); focal infection; gross infection of 
staphylococcic origin; and idiosyncrasy. All are 
important and are discussed in detail in his writ- 


ings. Discussion of them here is, however, pre- 
cluded by the space limit of this report, except to 
accent that in the presence of obvious focal infec- 
tion one should raise the immunity level with the 
vaccine prior to surgical correction. 


The proper interval between injections, and 
the length of time to continue treatment are nat- 


ural questions. Intervals of from five days to 


one week in the beginning have been our policy, 


and it has worked well. This schedule is con- 


tinued until definite relief of symptoms is ob- 
tained; then the interval is lengthened until symp- 
toms are under control, at which time the active 
treatment is stopped. Patients should be cau- 
tioned to report back immediately upon any sign 
of relapse to have injections resumed until they 
are again symptom-free. It is not uncommon to 
find patients requiring a single injection every two 
or three months in order to keep relapse in abey- 
ance. For this reason I prefer to avoid the term 
“cure.” 


General Discussion and Summary 

Many phases of this management, although 
significant, cannot be discussed in detail because 
of limitation of length. They are fully described 
in other reports and may be obtained by reference. 
There is no doubt that if properly supervised, this 
vaccine management of rheumatic disease affords 
an ambulant therapy which is available and effec- 
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tive. Opinion is strong that in the hands of those 
experienced in the method it is superior to any 
other single type of treatment. Sufficient data 
have now been collected to justify its establish- 
ment on its own merits, and henceforth there is no 
reason why its use should be restricted or confined 
to the vaccine alone. It can and should be used 
to augment any other facility which has been 
proved of benefit. 

I am at present using it in combination with 
physical therapy, intravenous colloidal sulfur, gold 
therapy, vitamins or salicylates; and the results 
indicate that even more beneficial results will be 
obtained. It is noteworthy to observe that the 
same principles, relative to reaction and dosage, 
as outlined for the vaccine can successfully be 
applied to gold therapy. 

In diseases of this nature, where thousands are 
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stricken down and disabled and no established 
treatment is as yet sufficiently satisfactory, we 
as physicians have no moral right to become dog- 
matic and prejudiced, thus depriving these suf- 
ferers of any proved adjunct. Crowe’s vaccine 
management does supply an additional aid, especi- 
ally since it is an ambulant treatment, is simple, 
and is applicable in the office of the general prac- 
titioner with no additional equipment required. A 
plea is made for its use. 
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THE USE OF RADON OINTMENT IN THE TREAT- 
MENT OF LATE IRRADIATION ULCERS. By David 
Kirsh, M.D., J. Francis Mahoney, M.D., and 
Eugene P. Pendergrass, M.D. Am. J. M. Sc. 212: 
395-403 (Oct.) 1946. 

Late radiation ulcers, occurring months to years 
after radiation has been employed, usually follow 
infection or trauma of a minimal nature to an area 
showing the stigmas of previous radiation. As a 
result of a diminished blood supply in the tissue, 
an ulcer forms which is indolent, painful and 
tender; it may become gangrenous and undergo 
malignant degeneration. The pain may be so in- 
tense that the patient may become a victim of 
drug addiction and be a total invalid. 

In a series of 17 cases, 19 late irradiation ulcers 
were treated with a new therapeutic agent—radon 
ointment—in the Department of Radiology of the 
Hospital of the University of Pennsylvania. 
Twelve of the ulcerations were completely healed 
after from three to fifty weekly applications. Two 
lesions with residual malignant involvement 
showed a good response, but failed to heal com- 
pletely. 

Their favorable results with this method of 
treating late radiation necrosis, while not as 
uniformly successful as those obtained by 


Uhlmann, led the authors to believe that 
Uhlmann’s introduction of alpha particle therapy 
is a new approach and a definite advance in the 
nonsurgical treatment of what has been a par- 
ticularly discouraging clinical problem. One of 
the most striking features they noted was the 
prompt relief of pain when its use was combined 
with: methods for control of the concomitant in- 
fection. Too, the change in the mental outlook 
of the patient was most gratifying, for definite 
evidence of healing was observed in some instances 
one week after institution of treatment. They 


warn, however, that its potential dangers, both for 
the physician and the patient, should be appre- 
ciated and that the material, when not in use, 
should be stored under lead protection. 
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ROENTGEN MANIFESTATIONS IN THE SKULL OF 
METASTATIC CAROTID BODY TUMOR (PARA- 
GANGLIOMA), OF MENINGIOMA AND OF MUCOCELE, 
A REPORT OF THREE UNUSUAL CASES. By Eugene 
P. Pendergrass, M.D., and David Kirsh, M.D. 
Am. J. Roentgenol. 57: 417-428 (April) 1947. 

In the 3 unusual cases reported the underlying 
lesions were a metastatic carotid body tumor, a 
meningioma and a mucocele. In all, unilateral 
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exophthalmus and osteolytic lesions of the skull 
were present. Despite the similarity of the clini- 
cal manifestations, however, the diagnoses, his- 
tories and roentgen appearances differed widely. 
The various studies are discussed in detail, and 
an effort is made to emphasize differential diag- 
nostic criteria. 
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THE ROLE OF IRRADIATION IN THE MANAGE- 
MENT OF CARCINOMA OF THE BREAST. By Eugene 
P. Pendergrass, M.D., and David Kirsh, M.D. 
Radiology 51: 767-778 (Dec.) 1948. 

Inclusion in this report of all cases of carci- 
noma of the breast seen from 1932 through 1939 
brings up to date a previous report on material 
covering the years from 1902 through 1931 in a 
prolonged study carried out at the Radiologic 
Clinic of the Hospital of the University of Penn- 
sylvania. The present data include a five year 
follow-up on a number of cases in which surgical 
treatment alone was employed. Classification, 
definition of terms, various types of irradiation, 
and irradiation technic are discussed, and data are 
set forth in numerous tables. The incidence of five 
year survivals in successive periods indicates that 
the increase in the survival rate from 26 per cent 
in the early period to 42 per cent in the latest 
period is significant, reflecting such probable fac- 
tors as both earlier and improved therapy, surgi- 
cal and radiologic, and better selection of cases 
suitable for operative care. 

Of the 406 cases included in the latest survey, 
there were 350 in which the patient was subjected 
to surgery and 56 in which irradiation alone was 
used for various reasons. Postoperative roentgen 
irradiation to the operative site and lymph node 
areas was carried out in 188 cases, while in 162 
there was no irradiation therapy except when meta- 
static or recurrent disease developed. It is note- 
worthy that 141 private patients sought medical 
aid an average of 7.4 months after the apparent 
onset of the disease, ,127 ward patients 9.3 months, 
and 20 Negro patients 12 months. 

In summary, the survey of the 350 cases re- 
vealed no significant improvement in the five year 
survival rate which could be attributed to post- 
operative roentgen therapy. The role of irradia- 
tion in the palliative management of such cases is 
discussed. The relatively high incidence of herpes 
zoster, 16 cases or 4 per cent occurring in 406 
patients, is regarded as probably due to metastatic 
involvement of the spinal ganglion. 
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STUDY OF URETERAL BLOOD SUPPLY AND ITS 
BEARING ON NECROSIS OF THE URETER FOLLOWING 
THE WERTHEIM OPERATION. By John P. Michaels, 
M.D. Surg., Gynec. & Obsi. 86:36-44 (Jan.) 
1948. 

In view of the general consensus that the *vex- 
ing problem of ureteral fistula which often follows 
the Wertheim operation arises chiefly from a dis- 
turbance of the blood supply of the ureter in- 
curred during this operation, a study was made 
of the ureteral blood supply in relation to the 
operation. Fourteen ureters in 7 infants were dis- 
sected after arterial injection of a liquid latex 
mass, and the blood supply as found is described. 

Prophylaxis is regarded as the best treatment 
for this complication. In addition to a proficient 
knowledge of the normal and abnormal anatomy 
of the ureter, meticulous and gentle dissection of 
the ureter from its bed is advised, with the use of 
every precaution both to preserve the periureteral 
arterial plexus and to dissect out carefully and 
preserve the blood vessels to the ureter. The latter, 
it is observed, are also to be avoided during pelvic 
lymphadenectomy. The avoidance of other con- 
tributing factors such as mass ligation and the use 
of drains too close to the ureter is discussed. To 
increase the blood supply to the ureter as an addi- 
tional prophylactic aid, hypogastric block or re- 
section is suggested. 
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STUDY OF THE DISAPPEARANCE OF CONGO RED 
FROM THE BLOOD OF NON-AMYLOID SUBJECTS AND 
PATIENTS WITH AMYLOIDOSIS. By Paul N. Unger, 
Morris Zuckerbrod, Gustav J. Beck and J. Murray 
Steele with the technical assistance of Yetta 
Porosowska. J. Clin. Investigation 27: 111-118 
(Jan.) 1948. 

A method is described whereby the disappear- 
ance of congo red from the blood was studied in 74 
subjects, 10 of whom were healthy young adults; 
52 had rheumatoid arthritis and the remaining 12 
had various diseases. The authors concluded that 
the use of congo red for testing for the presence of 
amyloidosis was simplified and the accuracy was 
increased in their study by calculating the theoretic 
initial concentration rather than using a two or 
four minute specimen for comparison and by using 
thirty minutes rather than an hour as the end 
point. They also noted that T-1824 (Evans blue) 
cannot be used for the calculation of blood volume 
in amyloidosis because amyloid tissue fixes this 
dye also. 
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THE PROTHROMBIN RESPONSE TO THE PAREN- 
TERAL ADMINISTRATION OF LARGE DOSES OF VITA- 
MIN K IN SUBJECTS WITH NORMAL LIVER FUNC- 
TION AND IN CASES OF LIVER DISEASE: A STAND- 
ARDIZED TEST FOR THE ESTIMATION OF HEPATIC 
FUNCTION. By Paul N. Unger and Shepard Shapiro 
with the technical assistance of Shirley Schwalb. 
J. Clin. Investigation 27: 39-47 (Jan.) 1948. 

In a series of 57 cases without clinical evidence 
and 56 cases with such evidence of disease of the 
liver, a standardized vitamin K tolerance test 
estimating the prothrombin response to the par- 
enteral administration of large test doses of vita- 
min K was used. The results were correlated with 
other hepatic function tests, and in 24 of the 113 
cases of the series there was morphologic study of 
the liver. 

The vitamin K tolerance test exhibited excel- 
lent correlation with other clinical findings in- 
dicative of impaired function of the liver referable 
to various causes and proved to be a sensitive in- 
dicator of hepatic function. Since it was estab- 
lished as one of considerable sensitivity for meas- 
uring the hepatic function of prothrombin forma- 
tion, it is suggested as a good index of the presence 
or absence of hepatic disease. 
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HYPERPROTHROMBINEMIA INDUCED BY VITAMIN 
K IN HUMAN SUBJECTS WITH NORMAL LIVER FUNC- 
TION. By Paul N. Unger, M.D., and Shepard 
Shapiro, M.D. Blood 3: 137-146 (Feb.) 1948. 

The purpose of this study was to learn whether 
it is possible to induce hyperprothrombinemia in 
human subjects with normal liver function by the 
administration of large doses of menadione deri- 
vatives. Thirty-eight persons were studied in two 
groups. 

The conclusion was that reduction of the 
prothrombin time of diluted (12.5 per cent and 8 
per cent) plasma below normal occurred in man 
with normal liver function following parenteral 
administration of large doses of menadione deri- 
vatives. In each case, when the increase was de- 
monstrable, it continued for transitory periods 
only, lasting twenty-four to forty-eight hours. In 
the opinion of the authors, the greater magnitude 
of the change exhibited by increased dilution of the 
8 per cent plasma as compared with the 12.5 per 
cent supports their belief that the shift in the 
direction of hyperprothrombinemia is functional 
and not an apparent change produced by mathe- 
matical manipulation of the data. 
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The American Druggist Surveys 
British State Medicine 


The American Druggist is to be congratulated 
on its July 1949 issue, which is devoted to British 
State Medicine. Editor McPherrin traveled the 
British Isles with a radio recording machine to 
learn firsthand the mixed emotions of the public, 
studied the British chemists’ reaction, learned how 
the British system works and discovered that few 
Britons comprehend the high cost of free medical 
care. He came home “with new reverence for the 
faith of mankind that created America,” con- 
vinced that there is no hope, peace of mind or 
real security for anyone in the belief that “The 
State is my Shepherd, I shall not want.” This 
false concept with its mesmeric appeal, core as it 
is of the Welfare State idea, has done something, 
he observes, to the British spirit, for to the extent 
that any man accepts the doctrine that the State 
alone can bring him security and happiness, he 
loses faith in himself. 

What happens when the state undertakes to 
pay the doctor’s bills, as Great Britain is at present 
finding out, is explained in an article prepared 
for this special issue by Richard Denman of the 
staff of the London Economist. Not only is the 
Health Service costing far more than was esti- 
mated, but there is also constant pressure to make 
it cost still more. Furthermore, the limit of what 
the government can raise in taxation to meet it 
has already been reached. The average citizen 
knows little about the cost, and even less about 
how it can be paid by the British people. Attempts 
are made to curb supply rather than demand to 
control cost; thus, for example, many hospital 
beds, greatly in demand, have had to be closed. 


Cutting practitioners’ fees is another means of 
reducing expenditure, as dentists and opticians 
have already found out. 

Health insurance actually pays but 12 per cent 
of the stupendous cost of the Health Service, by 
far the greater part, therefore, being met from 
general taxation. Besides the insurance contribu- 
tion of about $1 weekly per worker, each of the 
13 million British families pays $81 yearly in 
addition. In other words, of every pound ($4.03 
—now devalued to $2.80) spent on the Health 
Service, $3.52 is paid by taxation, and only 52 
cents comes out of the insurance contribution. 

This analysis serves to emphasize that no one 
yet has ever devised a method by which the public 
can get something out of government for nothing. 
This British precedent should expose the decep- 
tion implicit in the current. propaganda in this 
country for “painless payments” extracted from 
every worker’s pay envelope for compulsory gov- 
ernment health insurance. 

aw 


Whither Would You Flee? 

Is Aneurin Bevan, British Minister of Health 
and leader of the left wing of the Labor Party, a 
good prophet? Said he recently to an American 
editor, “The method we are using to provide health 
for the people will spread all over the world. In 
modern society, it is inevitable. America must 
come to it.” 

American physicians are opposed to state 
medicine and compulsory health insurance pri- 
marily because they are convinced they cannot 
render the best medical care under this system. 
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The new system of “quickie doctor care” in Great 
Britain is making it more than difficult for the 
English physician to practice the brand of medi- 
cine he has been taught. The overworked general 
practitioner can allow no more than four minutes 
per office call before a warning buzzer speeds the 
patient on his way. One reads of a Welsh physi- 
cian treating 115 patients in little more than 
three hours, and another in Glasgow seeing 194 
on a busy day. 


A disgusted former British physician, who re- 
cently left a profitable practice in Britain to begin 
a new professional life in this country, fled the 
“degradation” of socialized medicine because it 
is “prostituting the medical profession.” His 
experience convinced him that British physicians 
are “forced to operate under regimentation at its 
very worst.” Said he: 


Doctors in Britain are under an economic bludgeon. 
Either a doctor takes so many patients and must cover 
so much territory that he can give only inadequate atten- 
tion to each, or the doctor has only a few patients whom 
he can treat adequately but who do not afford him a 
living. 

I could not keep on under a system that made it 
physically impossible for me to be a good doctor. There 
were days when I saw 20 patients in an hour at the 
office, and one day I made 36 house calls. What happens 
is that the physician with many patients works himself 
to death. . . . One woman who imagined that she had a 
secret ailment called at the office twice daily for weeks. 


From London comes the farewell letter of a 
family doctor, off to New Zealand. He wrote in 
part: 


It is difficult to describe the mixture of feelings which 
this move engenders. Many of my friends have congrat- 
ulated my wife and myself on our courage in uprooting 
our lives and going thousands of miles to make a fresh 
start. I do not share that view. On the contrary, I am 
haunted by the doubt as to whether there is not a touch 
of cowardice about it. 

We are used in this country to fighting on doggedly 
against long odds, and it is a hateful feeling to have to ad- 
mit defeat. 

On the other hand, even if I continued the struggle, I 
should not be at peace with my own conscience, because 
I should know that as I became more and more tired, my 
work would steadily deteriorate, and I should be less and 
less capable of living up to the standards of service that 
have been instilled into me... . 

I have been trying to cope with 2,200 patients, but I 
should need double this number to keep my children in 
school. Before the heglth act I averaged 25 to 35 visits 
per day, which represented 45 working hours per week. 
Since the act my visits average 55 to 80 per day, sometimes 
100, and my working hours 70 and 80 hours per week. 
No medical man can work these hours, coupled with 
broken nights, and continue to give efficient service. 

Mass production and bureaucracy in medicine simply 
do not make sense. The effect of the scheme has caused 
a general practice to become a_ heartbreaking struggle 
for the doctor who tries to maintain a high standard. 
and the ultimate result must inevitably be a lowering of 
the general standard... . 

The present system is a failure because the public has 
been promised services beyond the power of the medical 
profession to offer. Because it is paid for by a compulsory 


levy on incomes, it appeals to the worst side of human 
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nature and tempts the man in the street to get as much as 
he can out of it. 


Whither would you flee, Doctor, from the 
degradation of . socialized medicine, were it al- 
lowed to blight the land of the free and the home 
of the brave, as Aneurin Bevan predicts? 


The Nation’s Daily Disaster 


Chronic illness is a problem of such magnitude, 
complexity and universal scope that a Commis- 
sion on Chronic Illness was recently organized to 
cope with it on a public as well as an individual 
basis. Addressing the commission, Dr. Leonard 
Scheele, Surgeon General of the United States 
Public Health Service, styled chronic illness the 
nation’s daily disaster and declared that creation 
of the commission marked a historic turning point 
in the care of the chronically ill in this country. 

It is generally conceded that at present more 
than 60 per cent of all deaths are due to chronic 
disorders. The true proportion appears to be 
much higher, however, for life insurance figures 
indicate that in 1945 the chances of ultimately 
dying of chronic disease were 81.6 per cent as 
against 53.5 per cent in 1901. In addition to 
mortality data, morbidity, degree of disability 
and duration of chronic invalidism are equally 
important criteria. Though data regarding them 
are few and largely unsatisfactory, total invalidism 
involving bed or institutional care represents but 
a small fraction of the total load of disablement, de- 
pendency, suffering, lost productivity and econom- 
ic loss engendered by long term illness. Partial 
impairment of efficiency of personnel not sick 
enough to be absent, but who accomplish but a 
fraction of their potentiality because of chronic 
impairment of health, from anemia, for example, 
or hypertension or neglected cholecystitits, prob- 
ably accounts for losses many times greater than 
those attributable to actual time lost. 

Long term illness is perhaps the most urgent, 
the most important and the most complex problem 
before medical science and practice today. Its 
sociologic importance hardly needs emphasis. 
Organization of the Commission on Chronic Illness 
is therefore timely, and it is fitting that it is be- 
ing officially sponsored by the American Medical 
Association, the American Hospital Association, 
the American Public Health Association and the 
American Public Welfare Association. All four 
groups have contributed financially to the support 
of the commission, and the American Medical 
Association is also offering the new group office 
space in its Chicago headquarters. 
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A. M.A. Clinical Session 
December 6-9, 1949 


The nation’s capital will this year be host to the 
Clinical or Interim Session—the third annual mid- 
year meeting—of the American Medical Associa- 
tion on December 6-9. A full scale scientific pro- 
gram designed to be especially attractive to the 
general practitioner will be featured, and a special 
effort will be made, through promotional mailings 
to physicians within a 500 mile radius of Washing- 
ton, to induce general practitioners living in that 
area to attend. 

Outstanding physicians in their respective 
fields will discuss such subjects as Diabetes, Pedi- 
atrics, Laboratory Diagnosis, Physical Medicine 
and Rehabilitation, Arthritis, Dermatology, X-ray 
Diagnosis, Cancer and Poliomyelitis. Approxi- 
mately 100 scientific exhibits, presenting original 
work on these subjects, will be coordinated with 
the scientific program. In addition, the newest of- 
ferings of 125 manufacturing firms will comprise 
the Technical Exposition. Throughout the three 
and a half day session the exhibit hall will be open 
so that ample opportunity will be afforded for 
study of the developments in scientific medical re- 
search, drugs and equipment which constitute the 
latest contributions to modern medical practice. 


Annual Grass Roots Conference 


The Sixth National Conference of County 
Medical Society Officers, popularly known as the 
Grass Roots Conference, is scheduled for Thurs- 
day evening, Dec. 8, 1949, at the Hotel Statler in 
Washington, D. C. This conference is sponsored 
by the Board of Trustees of the American Medical 
Association and is carried on by county medical 
society officers. All registrants for the American 
Medical Association Clinical Session and_ their 
wives are invited to attend. 

“Outstanding Achievements in Community 
Medical Leadership” is the theme for the meeting 
this year. Leaders who are qualified by personal 
experience will describe these achievements that 
have been taking place throughout the nation. 





A. M. A. Clinical Session 
Dec. 6-9, 1949 
Washington, D. C. 
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Duval County Medical Society 
New Auditorium Opened 


A notable milestone of progress was reached by 
the Duval County Medica! Society on October 4 
when its members formally opened the auditorium 
which is the first unit of its new home. Facing the 
St. Johns River at a convenient location between 
Lomax Street and Bishop Gate Lane in Jackson- 
ville, the building was recently completed at a cost 
of $52,000 and will seat 400 persons. Wings will 
be added later to provide conference rooms, a 
medical library, a medical museum and suitable 
facilities for a doctors’ exchange and public infor- 
mation service. Also, the present temporary porch 


will be replaced by a foyer. 





- «2m 


Sellers Auditorium, Jacksonville—the new home of the 
Duval County Medical Society. 


The auditorium has been named Sellers Audi- 
torium honoring Dr. E. Thomas Sellers, chairman 
of the society’s building committee. When Dr. 
Sellers was president of the society in 1935, he 
and other medical leaders of Jacksonville foresaw 
the necessity of having suitable quarters to house 
the group’s activities. A committee headed by Dr. 
Robert B. McIver was accordingly appointed to 
survey the need and the means whereby this dream 
might be realized. The present building commit- 
tee, active since 1944 under the chairmanship of 
Dr. Sellers, is composed of Dr. McIver, Dr. Ernest 
W. Veal, Dr. Shaler Richardson and Dr. Banks H. 
Goodale. 

The gala occasion opened with the society’s 
regular monthly meeting, Dr. Raymond R. Kil- 
linger, this year’s president, presiding. The Rev. 
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C. F. H. Krueger, brother of the late Dr. Frederick 
W. Krueger, who was a member of the building 
committee, was introduced by Dr. Goodale and 
offered the invocation. Dr. Killinger then turned 
the meeting over to Dr. Charles F. Henley, chair- 
man of the program committee, who presented the 
guest of honor, Dr. Walter C. Payne of Pensacola, 
President of the Florida Medical Association. Dr. 
Payne graciously felicitated the society on this first 
step in the achievement of its goal of a complete 
home and paid homage to Dr. Sellers. He then 
formally dedicated the Sellers Auditorium. 

Dr. Henley then introduced Dr. Webster Mer- 
ritt, able historian and Assistant Editor of The 
Journal, who presented the highlights of the his- 
tory of medicine in Duval County by reviewing 
briefly his book, entitled ‘““A Century of Medicine 
in Jacksonville and Duval County,” published by 
the University of Florida Press in July of this year. 
This authentic and engaging account of the de- 
velopment of the Duval County Medical Society 
from its inception is an equally fascinating story 
of Nineteenth Century Jacksonville and was a sub- 
ject peculiarly appropriate to the occasion. The 
talk was enhanced by quaint illustrations of other 
years. 

At its conclusion, Dr. Merritt called the roll of 
past presidents as their names were thrown on the 
screen, and they stood in a body for recognition. 
When the name of Dr. Robert H. McGinnis, presi- 
dent from 1904 through 1907, was called, he came 
from his hospital bed to be acclaimed by the gath- 
ering and he presented to Dr. Sellers a check for 
$500 for the building fund. Dr. Merritt then 
turned to the future, recognizing Dr. James L. 
Borland, who succeeds to the presidency in 1950, 
and came back to the present, recognizing the 
present president, Dr. Killinger. 

Dr. McGinnis’ brother, Mr. Eugene C. Mc- 
Ginnis of Raleigh, N. C., was accorded a warm 
welcome and appropriately thanked for the beau- 
tiful flowers received with his compliments. 
Acknowledgement was also made of other floral 
tributes. 

At the conclusion of a brief business meeting, 
the members, their wives and the other guests, un- 
der the guidance of the genial and efficient enter- 
tainment chairman, Dr. Robert M. Baker, repaired 
to the riverfront grounds to enjoy a barbecue sup- 
per and social hour under the auspices of the 
Woman’s Auxiliary. 
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Refraction Offer Investigated 


Recently, various Florida physicians have re- 
ceived a flattering offer for refraction work with 
no experience necessary. The postal card com- 
munication quoted bears a Chicago postmark of 
Aug. 12, 1949: 


Dear Doctor: 

Can offer you a permanent arrangement requiring 
your full time services away from your office. 
Arrangement is not in your town but is in your state. 
The work is refracting patients for glasses that we 
recommend to you. Refracting experience preferred, 
but not necessary. Office space is provided. Arrange- 
ment pays a definite guarantee of $300.00 per month 
with an opportunity to make up to $500.00 a 
month. No outside calls, and no evening work. 

If interested and available, wire or write me at 
once, and I will make further arrangements with 
you. Please advise if you are registered in any 
other states. 

Thanking you for your prompt reply, I am 


Sincerely yours, 

A. Fisher 

1148 W. Chicago Avenue 
Chicago 22, Illinois 

Phone: MOnroe 6-2148 

The Editor of The Journal, on inquiry, received 
from the Bureau of Investigation of the Ameri- 
can Medical Association the information that the 
address on this card is that of the Ritholz Optical 
Company and that the Ritholz firm has used a 
variety of individuals’ names in sending out its 
“come-on”’ material. A review of the activities of 
this concern was published in the Journal of the 
American Medical Association, Feb. 15, 1941 (Vol. 
116, page 597) under the title of “Physicians Of- 
fered a ‘Deal.’” The concluding paragraph of 
this editorial follows: “By engaging repeatedly in 
such practices, these concerns have shown their to- 
tal disregard for the welfare of the American peo- 
ple and their desire to make a profit at the expense 
of the eyesight of the citizens of this country. Their 
effrontery in attempting to engage unsuspecting 
physicians to promote their activities is astounding. 
An ethical physician would not give the slightest 
consideration to alining himself with such an out- 
fit.” 

In 1941, physicians in the Indiana area were 
being offered an “attractive opportunity and fine 
remuneration” by “B. Sherman” at this same Chi- 
cago address. The Bureau of Investigation first 
dealt with the Ritholz optical concerns in 1925 
(J. A. M. A., July 25, 1925) and ten years later 
reported under the title of “The Ritholz Frauds” 
a post office fraud order issued against the firm, 
which used at that time some nine different trade 
styles. For a time the facilities of Chicago news- 
papers and radio stations were barred to these 
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stores, until the Ritholz concern eventually agreed 
to advertise in accordance with the standard prac- 
tice of optometrists (J. A. M. A., July 6, 1935). 
Later, two law suits involving the National Optical 
Stores and Benjamin D. Ritholz were reported 
(J. A. M. A., Dec. 11, 1937, page 2015, and July 
1, 1939, page 88). 

In 1934 and in 1937, Benjamin D. Ritholz of 
Chicago, doing business under several trade names, 
was the object of complaints of the Federal Trade 
Commission, and a fraud order of the Post Office 
Department, in connection with the promotion of 
dental plates and spectacles. In March 1936, 
Ohio physicians received from the address of the 
Ritholz Optical Company building the offer of “an 
unusual proposition for an oculist” with remunera- 
tion of “at least $40.00 per week.” A card signed 
by “B. Sherman” and mailed from Louisville, Ky., 
on Sept. 28, 1936 also proposed an “attractive op- 
portunity netting at least $40.00 per week” for a 
physician in Louisville. The State Department of 
Health of Kentucky stated at that time this man 
represented the National Optical Stores Company 
of Chicago. It would appear that Florida is now 
the latest outpost of activity and that the remuner- 
ation has increased in keeping with the times. 


“What Is the A. M. A.?” 


Under the title of “What Is the A. M. A.?” an 
interesting and constructive article appeared on 
October 11 in Look magazine, which has a reader- 
ship of 19 million. Have you read it? It was writ- 
ten by the popular medical editor, Harold B. 
Clemenko, and is a six page documentary picture 
story, which is one of the most comprehensive ever 
published about the American Medical Associa- 
tion in a lay magazine. Not only officials of state 
medical societies throughout the country but also 
every physician in the nation would do well to 
take personal interest in this article and its wide 
dissemination. The profession would no doubt 
benefit greatly from maximum circulation of this 
excellent public relations article. 

The article is definitely a tribute to the indi- 
vidual doctors, county societies and state associa- 
tions as well as to the trustees and officers. Read- 
ing it gives one a much clearer knowledge and un- 
derstanding of the American Medical Association, 
its functions, its purposes and its contributions. 
Highlighted are the over-all officers and the work 
of every bureau, council and committee, drama- 
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tized in pictures under appropriate captions; the 
ten outstanding achievements of the organization; 
and the twelve point program. 

To facilitate widest distribution of this article, 
Dr. Robert B. McIver, Secretary of the Associa- 
tion, telegraphed the secretaries of the county med- 
ical societies, and Dr. Joseph S. Stewart, Chair- 
man of the Committee on Public Relations, also 
sent a telegram to the chairman of the public rela- 
tions committee of each of these societies, direct- 
ing their attention to it. Reprints are being made 
available through the headquarters office in Jack- 
sonville, for it is expected that the individual mem- 
bers of the Association will wish to cooperate in 
disseminating this constructive public relations 
material as widely as possible. 


Report of Delegates to A. M. A. Convention 
Atlantic City, June 6-10, 1949 


The Ninety-Eighth Annual Session of the 
American Medical Association recently held in At- 
lantic City was the second largest in the history of 
the Association. Total registration revealed more 
than 13,000 physicians and almost 15,000 visitors 
in attendance. More than 400 physicians from 
foreign countries were stated to be present, evi- 
dencing the international interest in the Associa- 
tion. Never in the history of the organization 
have the exhibits and sectional meetings been so 
well attended. There were 212 registered scientific 
exhibits and 341 technical exhibits. More than 300 
scientific papers were presented and discussed at 
the scientific sections. The television program in 
color in the huge auditorium attracted more than 
30,000 interested visitors. 

Dr. Ernest E. Irons of Chicago was inducted 
into the Presidency of the Association. By unani- 
mous vote, Dr. Elmer L. Henderson of Louisville, 
Ky., formerly Chairman of the Board of Trus- 
tees, was made President-elect. Dr. Louis H. 
Bauer of Hempstead, N. Y., was re-elected to the 
Board of Trustees and by virtue of the election 
became Chairman of the Board. 

On Sunday prior to the opening of the meeting, 
there were many meetings of great interest. One 
of the most outstanding was an open religious serv- 
ice addressed by Francis Cardinal Spellman, Rabbi 
Morris S. Lazaron and Rev. Joseph McCartney. 
On Monday evening, a dinner for the House of 


Read and approved at a meeting of the Board of Governors, 
Jacksonville, Sept. 18, 1949. 
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Delegates was addressed by Lord Horder, physi- 
cian to the King of England. At the same time, 
the Joseph Goldberger Award in Clinical Nutrition 
was presented, posthumously, to Dr. Randolph 
West of New York City. 

During the period of the Session, there were 
more than twenty radio interviews and newscasts 
under the sponsorship of the Association. 

The first meeting of the House of Delegates 
was called to order by the Speaker, Dr. F. F. 
Borzell of Philadelphia, at 10:10 a.m. on Monday, 
June 6. The actions and decisions by this body 
were of great significance and might well mark 
this Session as being one of the most important 
in history. The pronouncements made by the 
House of Delegates were made in full realization 
that this was only the beginning of the fight to 
preserve free enterprise according to the American 
way of life. 

The first order of business was the selection 
of the recipient of the Distinguished Service 
Award, which after two ballotings went to Dr. 
Seale Harris of Birmingham, Ala. 

The address of the Speaker of the House, Dr. 
F. F. Borzell, is thought to be of such importance 
as to warrant reprinting in this report. It is as 


follows: 

Gentlemen:—Since the Interim Session at St. Louis 
last December, the American Medical Association has been 
the pivotal point of many charges and discussions. Its 
officers have been attacked both from within and without. 
We have been accused of holding our membership behind 
an “Iron Curtain.” The officers and Board of Trustees 
have been called a hierarchy made up of reactionaries 
committed only to the maintenance of a “status quo.” It 
has become necessary for our officers to make public 
denial and even direct refutation of these charges even 
to the membership of Congress. 

It is because of the events of the last six months that 
this session of the House of Delegates of the American 
Medical Association assumes proportions of great signifi- 
cance, not only to the medical profession but to the entire 
nation as well. 

This House of Delegates, constituting for the most part 
the elected representatives of the membership of the con- 
stituent state associations, took deliberate and unanimous 
action on several matters of vital consequence to the 
American people. We were accused of having set up a 
“slush fund.” This charge was made with implications 
of intent to apply pressures corruptly on our legislators 
for our own selfish ends. If there is one responsibility 
that is outstanding on this session of the House of Dele- 
gates, it is that its deliberations must show the American 
public once and for all that the American medical pro- 
fession, constituting the American Medical Association, is 
a completely democratic body and that when the House 
of Delegates speaks it speaks for the vast majority of 
American physicians. It must further demonstrate more 
clearly than ever that its motivations spring solely from 
a sense of primary responsibility to insure for our people 
the maintenance of a quality of medical service equaled 
nowhere else in the world. 

As an answer to criticisms of adverse publicity arising 
from the St. Louis session, your Speaker respectfully re- 
quests this House of Delegates to authorize the appoint- 
ment for this session of a special committee of five mem- 
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bers of the House to be known as the Committee on Pub- 
licity whose function will be to cooperate with the De- 
partment of Press Relations of the American Medical Asso- 
ciation to the end that releases may be made expedi- 
tiously and authoritatively. The Speaker has discussed 
the mechanics of operation of this proposed committee 
with Mr. John Bach, Director of the Department of Press 
Relations, and believes that such committee offers a prac- 
tical solution to the problem. 

A better understanding of the democratic functioning 
of this House might perhaps be stimulated if the dele- 
gates would invite selected members from their state so- 
cieties who are in attendance at the scientific sessions to 
observe at least one meeting of the House. 

The Speaker wishes to take this opportunity to thank 
the many delegates who have by letter and personal com- 
munication shown a keen desire to fulfill their important 
duties. 

It is apparent that this House is faced with a con- 
tinuing necessity of giving extended consideration to social 
and political problems dealing with the nation’s health. 
On the other hand, it is noteworthy that while so much 
emphasis has of necessity been placed on these problems, 
our scientific activities have been carried on without re- 
laxation through The Journal, other publications of the 
Association and the various councils and bureaus. We 
must, therefore, continue to look to the delegates from 
the various scientific sections to keep the House alerted 
to scientific matters requiring action. 

At the St. Louis session several resolutions were pre- 
sented with multiple endorsements. The Speaker is of 
the opinion that the intent of such resolutions would be 
better served if they were presented by a single endorse- 
ment and the supporters appeared before the proper ref- 
erence committee in support. This not only will save 
time and be more democratic but also will more effec- 
tively record approval. Your responsibilities are such that 
your deliberations must be accurately reported and be 
given correct interpretation to the public. You there- 
fore must continue to assume full responsibility, indi- 
vidually and collectively for your actions. This respon- 
sibility demands that we guard every move we make lest 
we fail in upholding our proud traditions and the lofty 
position we have attained. 

In periods of great stress, in the heat of battle, human 
reactions are intensified and irritations magnified. It is 
difficult to retain the calmness necessary for good general- 
ship. Righteous indignation may easily be transmuted 
into blind hatred. The former is a source of strength, 
the latter an evidence of weakness. The eyes of the coun- 
try are on us. Our comrades in arms, the great medical 
profession, are looking to us of the House of Delegates for 
leadership. We, then, must lead and not be led. Pressures 
stimulated by vindictiveness, base emotions or self interest 
dare not activate our conduct. 

He whom the Gods would destroy, they first make 
mad. There are those who would gladly destroy the 
American Medical Association, but as long as we hold to 
a course of dignity, singleness of purpose and unwavering 
solidarity, we can win. Gentlemen, your responsibility 
is great and in your hands rests the health of this nation. 


Attention is directed to the address of Presi- 
dent R. L. Sensenich, which may be read in the 
June 18 issue of the A.M.A. Journal on page 612. 

A report of Committee on Liaison with Red 
Cross Blood Banks revealed that there would be 
thirty-four Red Cross Blood Centers in operation 
by July 1, 1949. Officials of the Red Cross have 


" reaffirmed their support of the policies established 


by the American Medical Association House of 
Delegates and promise their continued cooperation 
to abide by these policies. 
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The summary dismissal of Dr. Morris Fishbein 
as Editor of the Journal of the American Medical 
Association was contained in a tersely worded 
statement released by the Board of Trustees 
through the Chairman, Dr. Elmer L. Henderson. 


In view of the increasing responsibility of the Editor 
and reorganization of the department, the Board of Trus- 
tees has decided on the following points: 

1. The Editor will completely eliminate speaking on all 
controversial subjects both by platform and by radio. 
Approval of all speaking engagements will be made by the 
Executive Committee. 

2. Elimination of all interviews, including press con- 
ferences, and statements by Dr. Fishbein except on scien- 
tific subjects. 

3. Editorials on controversial subjects will be super- 
vised by the Executive Committee. 

4. Complete information as to these activities will be 
reported to the members of the House of Delegates. 

5. There will be permanent elimination of the diary in 
Tonics and Sedatives. 

6. Plans for the training of a new Editor in an orderly 
manner, including the retirement of the present Editor, 
will be formulated. 


Editorial comment from some of the largest 
of the nation’s newspapers were, for the most part, 
in sympathy with the action taken, but a careful 
reading of a section of an editorial will clearly 
show the lack of intelligent understanding by even 
supposedly well informed editorial writers. From 
one large daily, normally conservative, a section 


of an editorial is as follows: 

The imminent possibility of national compulsory health 
insurance has now jarred most doctors from complacency. 
They believe government medicine will endanger the ad- 
vance of medical science and research, undermine high 
standards of medical care. Yet, even with the issue joined, 
it has taken time to convince the rank and file that the 
Fishbein methods—negative opposition and vituperative 
propaganda—were ill suited to combat the lures of gov- 
ernment paternalism. Most accepted the $25 assessment 
levied to exploit those methods, but skepticism as to their 
efficacy spread until even Dr. Fishbein was constrained 
to support at least a pro forma health improvement pro- 
gram sponsored by doctors. The dramatic muzzling of 
Dr. Fishbein leads the public to expect changes in the re- 
actionary policies he epitomized. And we believe that is 
the correct interpretation of the Trustees’ action. For if, 
as some doctors are charging, Dr. Fishbein is merely a 
scapegoat sacrificed to counter criticism while the policies 
which merited criticism remain unchanged, the public’s 
disillusion might well do more harm to the doctors’ cause 
than could Dr. Fishbein. 


The readings of the reports of the Reference 
Committees began on Tuesday afternoon, June 7, 
and their actions and approval by the House were 
in many incidences of momentous importance. The 
House of Delegates reaffirmed the position of the 
Association relating to membership in the Ameri- 
can Medical Association, and the resolution by the 
New York delegation for the appointment of a 


special committee to study certain conditions in- . 


volving membership was disapproved by the refer- 
ence committee. The committee restated that the 
manner of admission to membership is entirely a 
county society function, and unless the constitu- 
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tion and by-laws were amended, an appointment 
of such a committee would serve no useful purpose. 
The committee unanimously recommended that 
this resolution be rejected. The report of the com- 
mittee was approved by the House. 

The Council on National Emergency Medical 
Service reported that the position of the Surgeon 
General of the Army had been elevated so that the 
Surgeon General reported directly to the Chief of 
Staff. The House expressed satisfaction and com- 
mended the Council on helping to bring about this 
elevation status. Audience was granted Surgeon 
General Raymond W. Bliss of the U. S. Army, 
and Surgeon General Clifford A. Swanson of the 
U. S. Navy, who addressed the House at length. 

Dr. Henderson, Chairman of the Board of 
Trustees, spoke on the subject of the World Medi- 
cal Association and pled for increased membership 
of the United States Committee. Dues for mem- 
bership are $10 a year. He stressed the fact that 
all members of the House should participate in 
the work of this great organization. 

The House approved the creation of a Section 
on Physical Medicine and Rehabilitation. A 
change in by-laws made this effective. 

The addresses of Mr. Clem Whitaker and Miss 
Leone Baxter, of the firm of Whitaker and Baxter 
of the Public Relations Council for the A.M.A., 
made before the House is recommended for care- 
ful study. Copies of the addresses can be found 
in the June 25 issue of the A.M.A. Journal on 
page 694. 

It is recommended that the Report of the Re- 
ference Committee on Reports of the Board of 
Trustees and Secretary, as published in the A.M.A. 
Journal of July 2, page 794, be carefully studied. 
In this report it was concluded that it is illegal, 
with some minor exceptions, and unethical for 
any lay corporation to practice medicine and to 
furnish medical service for a professional fee, 
which shall be so divided as to produce profit for 
a lay employer, either individual or institutional. 
The statement brought forth the view that hospital 
service plans shall provide payment for hospital 
services only and that medical service plans shall 
provide payment for all medical services, includ- 
ing pathologic, roentgenologic, anesthesiologic and 
physical therapeutic services. Every physician on 
the appointed staff of the hospital, the committee 
believed, should have a voice in its professional 
management. The conclusion was that most con- 
troversies between management and the profes- 
sional staff should be settled on local levels and 
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that every constituent state and territorial society 
shall appoint a committee on hospital and profes- 
sional relations. 

The committee further found that it was with- 
in the power of the Judicial Council to find a 
hospital or lay group guilty of violating the prin- 
ciples of ethics and recommended that the Judicial 
Council order the withdrawal of the Association’s 
approval of the hospital that did not comply. 

The Council on Medical Service restated that 
the American Medical Association is in no way 
engaged in the insurance business and has no in- 
tention of giving a preferential treatment to one 
type of voluntary plan. The Association does, 
however, evaluate insurance plans with a view to 
protecting people against unscrupulous and un- 
sound plans. The Council further recommended 
the formation of a National Coordinating Agency 
to represent all qualified voluntary prepayment 
plans. The Council recommended that there should 
be no official connection between the American 
Medical Association and the Associated Medical 
Care Plans, but that the Associated Medi- 
cal Care Plans should be recognized as a trade 
organization of member plans and the Blue Cross 
as a similar trade organization for the voluntary 
hospital care plans. These recommendations were 
approved by the House after considerable discus- 
sion. 

The Council on Medical Service recommended 
and presented for adoption twenty principles for 
lay sponsored voluntary health plans which are as 
follows: 

1. The plan shall be nonprofit, paying no dividends 
to beneficiaries or others; all surplus earnings shall be 
devoted either to improving the services, to making com- 
pensation of physicians and other staff members more ad- 
equate for their responsibilities and services, to purchasing 
facilities and equipment, to increasing the scope of bene- 
fits, or to building adequate reserve funds. All income to 
the plan shall be devoted to services for beneficiaries. 

2. The plan shall comply with the Principles of Medi- 
cal Ethics of the American Medical Association, which 
provide that it is unprofessional for a physician to dispose 
of his professional attainments or services to any lay body, 
organization, group or individual, by whatever name called, 
or however organized, under terms or conditions which 
permit a direct profit from the fees, salary or compensa- 
tion received to accrue’ to the lay body, or individual 
employing him. 

3. If incorporated, the plan shall be adequately fi- 
nanced and organized without capital stock. 

4. The plan shall be operated under an autonomous 
administration or trust, with segregated funds, and shall 
be devoted exclusively to the provision of health service. 

5. Promotion, sales, organization and administrative 
expense of the plan shall be kept at a minimum as judged 
by the accrediting body. 

6. The quality of medical service shall be maintained 
at the highest possible level. All participating physicians 
shall be doctors of medicine duly licensed to practice medi- 
cine in any state in which the plan operates. Each phy- 
sician engaged in the practice of a specialty shall be re- 
quired to have adequate qualifications for that specialty. 
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The personnel and facilities of the plan shall be adequate 
to insure a high quality of medical care. 

7. The plan shall provide all services as set forth in 
the agreement with the beneficiary. When, in the opinion 
of the medical staff, a professional service set forth is not 
available because of an emergency or because of the need 
for highly technical procedure, or for any other reason, 
then such service shall be otherwise provided by the plan. 

8. The plan, in its agreement entered into with the 
beneficiary and which shall be distributed to each bene- 
ficiary, shall state clearly the services and benefits to be 
provided and the conditions under which they will be 
provided. All exclusions, limitations, waiting periods and 
deductible provisions shall be clearly stated in the agree- 
ment with the beneficiary and in promotional and descrip- 
tive literature. 

9. The plan shall, in its agreement with the bene- 
ficiary, state clearly the amount of dues or subscriptions 
to be paid. The amount of dues or subscription shall be 
adequate to provide for the benefits and services offered 
and to insure proper financing of the risks involved. 

10. No promotional material shall invite attention to 
the professional skill, qualifications or attainments of the 
physicians participating in the plan. 

11. Participating physicians may be compensated in 
any manner not contrary to the Principles of Medical 
Ethics of the American Medical Association relating to 
contract practice. 

12. Any duly licensed physician in the community who 
wishes to participate in the plan, who meets its profes- 
sional and personnel standards and who agrees to abide 
by its terms and the requirements of its beneficiaries shall 
be admitted to the plan. 

13. The names of all participating physicians of the 
plan shall be made available to the prospective benefi- 
ciary. The beneficiary shall, within reasonable geographic 
and professional limitations, have free choice among parti- 
cipating physicians. 

14. There shall be no interference by the governing 
body with the medical staff in the practice of medicine. 
The traditional and confidential relationship of the phy- 
sician and patient shall be preserved. 

15. Adequate provision shall be made for effective 
participation of the medical staff in the deliberations of 
the governing body. It is recommended that the member- 
ship of the governing body include representatives of the 
medical profession. 

16. All services rendered by the participating physi- 
cian, not included in the beneficiary’s contract, shall be 
payable by the beneficiary to the participating physician 
on a fee for service basis. 

17. The method of operation of any hospital owned 
or under contract to the plan shall be in accordance with 
sound public policy. 

18. The plans shall provide for like rates, benefits, 
terms and conditions for all persons in the same class. 

19. Investment of reserve funds shall be made only in 
securities deemed prudent for such purposes. 

20. Any plan desiring approval under these principles 
shall agree to such periodic reviews and to abide by such 
regulations as may be deemed necessary by an appropriate 
accrediting body of the American Medical Association in 
consultation with representatives of the sponsors of the 
plan. 


After a lengthy hearing and due consideration, 
the twenty points were adopted by the House of 
Delegates. The objections of the New York dele- 
gation to the final criterion that “any lay sponsor- 
ed plan desiring approval by a proper accrediting 
body of the American Medical Association shall 
come bearing the endorsement of state or county 
medical association involved” was overwhelmingly 
defeated and the twenty points were adopted as a 
whole. 
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The House supported the resolution on Medi- 
cal Education and recommended that a Post- 
graduate education should be made more widely 
available for general practitioners and that two 
year rotating internship should be especially de- 
signed for those who wish to train for general 
practice, and finally that the American Medical 
Association should most urgently insist that hospi- 
tals make freely available to qualified general 
practitioners all their facilities for the care of 
the sick. 

The resolution suggesting the abandonment of 
the Annual Award of the medal to the leading 
general practitioner was defeated and the House 
of Delegates will continue this Award. 

The Coordinating Committee of the Association 
reported that they decided to employ the firm of 
Whitaker and Baxter as campaign managers, not 
only because of their general reputation, but be- 
cause they are familiar with the problems of com- 
pulsory health insurance. The committee then 
decided to organize a committee of fifty-three, 
representing each state and territorial medical 
association. 

Whitaker and Baxter now report over 1,000 
organizations now on record against compulsory 
health insurance. Twenty-five million pieces of 
literature have been mailed out. Two million five 
hundred thousand pieces of literature have been 
mailed direct from Whitaker and Baxter and not 
from state associations. For the information of 
all members, let it be known that there is no limit 
to the amount of material which will be mailed 
to any state association or individual, so long as 
it can be used effectively. Besides state associ- 
ations and individual physicians, all endorsing 
organizations received the literature. 

The Reference Committee on Insurance Plans 
and Medical Service reported on the resolution on 
Blue Shield coverage of the American Medical 
Association employees, to the effect that the com- 
mittee has found the plan employed for servicing 
the employees of the American Medical Associ- 
ation one of the several approved by the Illinois 
State Medical Society. While this plan is not a 
Blue Shield Plan, it was recommended to the 
Board of Trustees by a committee of the em- 
ployees after due consideration. There has been 
no evidence presented to your committee of any 
dissatisfaction among the employees effected. 
The committee believed that any choice between 
two approved plans, a decision of the local parties 
involved should be upheld. It further believed 


that every sincere effort was made to carry out 
the directions of the House of Delegates. It 
therefore recommends that the House of Dele- 
gates hereby rescind the action of June 23, 1948, 
wherein it said, ““Your committee recommends, be- 
cause of the above stated opinions, that at the 
expiration of the present contract of hospital and 
medical health coverage, the American Medical 
Association through its proper officials, make 
every sincere effort to procure this coverage for 
its employees through the Blue Cross-Blue Shield 
local organization. Your committee understands 
that this coverage is, and will be, available by 
substituting for the words ‘Blue Cross-Blue Shield 
local organization” the words, “any approved 
voluntary health insurance plan.” This recom- 
mendation was approved by the House of Dele- 
gates without discussion. 

The Judicial Council presented to the House 
of Delegates a restatement and revision of the 
Principles of Medical Ethics, which was promptly 
adopted by the House of Delegates. Many signi- 
ficant changes which will bear close reading are 
included in the revision. Some of these changes 
refer to groups and clinics, including contract prac- 
tice. A section on Educational Information and a 
section on Purveyal of Medical Service should be 
given careful study. The Principles of Medical 
Ethics will become available in the form of a new- 
ly designed booklet which may be obtained from 
the office of Secretary, George F. Lull. It is sug- 
gested that the secretary of each component medi- 
cal society obtain a number of copies of the new 
Principles of Medical Ethics and that at some 
appropriate meeting these Principles be read aloud 
to each society. 

Both your delegates attended all sessions of 
the House of Delegates with the senior delegate 
serving on the Judicial Council and the junior 
delegate serving as a member of the special Re- 
ference Committee on Insurance Plans and Medi- 
cal Service. 

Respectfully submitted, 
Louis M. Orr, Il 
Homer L. Pearson, Jr. 
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Florida Legislature 


The regular session of the 1949 State Legisla- 
ture is now history and the Committee on Legisla- 
tion and Public Policy desires to express apprecia- 
tion to the Committees on Legislation of the coun- 
ty medical societies, and to many individual phy- 
sicians who gave valuable advice to their personal 
friends in the legislature. Evidence of the effec- 
tiveness of local doctors contacting their legisla- 
tors was demonstrated many times during the ses- 
sion. Special commendation is due Dr. Walter 
C. Payne, president of the Association and ex of- 
ficio member of the Committee on Legislation and 
Public Policy. During the early days of the ses- 
sion Dr. Payne stayed on the job in Tallahassee 
until such time as the Chairman was able to as- 
sume this responsibility. 

As in the past the 1949 session of the legis- 
lature witnessed an avalanche of bills, and for al- 
most any conceivable proposal. A total of over 
2700 bills were introduced into the Senate and 
House of Representatives, although many were 
identical measures submitted to both houses. 
Directly or indirectly a considerable number of the 
proposed measures related to public health or 
public medicine. Some few of these were good, 
some questionable and others definitely detriment- 
al to public interest. Only a small number became 
laws and these appear for the most part to be 
beneficial, and none particularly objectionable. 
Below is listed a summary of certain measures en- 
acted into law by the 1949 legislature which have 
a bearing on the practice of medicine in the state. 

Chief among the defeated proposals was House 
Bill 508 which would have denied to naturopathic 
physicians permits for hypnotic and narcotic drugs 
(see editorial in August issue of Journal). 

Also listed as casualties were House Bill 706 
intended to clarify the type of signs required to be 
displayed by practitioners of the healing arts at 
their places of business, and House Bill 717 which 
would have authorized an assistant secretary to 
the State Board of Medical Examiners, who need 
not be a doctor of medicine. Likewise lost in the 
pathetic confusion of the closing days was Senate 
Bill 267 designed to make unlawful certain types 
of rebates on specified items and services. House 
Bill 808 requiring distinctive containers for so- 
called household poisons passed both houses but 
was vetoed by the Governor. 

With even our limited experience certain ob- 
servations were manifest. Medical doctors not 
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only can exert a powerful influence for the pas- 
sage of sound health legislation, they will be de- 
finitely considered negligent in their duty if they 
fail todo so. This is a legitimate function of the 
Florida doctors and is effective and beneficial to 
the public in the extent of activity on their part. 
Legislators not only will listen attentively to the 
doctors from their own communities, they are ac- 
tually, with few exceptions, eager to have profes- 
sional advice on matters pertaining to health and 
medicine. Our open and straight-forward methods 
are gaining the respect and confidence of the law- 
makers. 

Results show that obtaining sound statutes is 
not a task just for the period when the legislature 
is in session. It is a year round job, every year. 
There is little use to approach our elected officials 
without a unified, constructive program, presented 
to them well in advance of the session. Our pro- 
gram should be virtually complete by the spring 
of 1950, not 1951. County medical societies con- 
templating submitting proposals should have them 
in the office of the Secretary of the state associa- 
tion well in advance of the 1950 annual convention 
to allow time for study and analysis. It is essen- 
tially useless to wait until the 1951 convention for 
approval of desired legislation and expect to have 
a legislature already in session to act favorably 
upon such bills. 

In the meantime talk to your senator or repre- 
sentatives whenever the opportunity presents itself. 
Explain the evils of government interference in 
the private practice of medicine, be it state or fed- 
eral. All dangerous legislation of this nature isn’t 
in Washington. A bill was introduced into the 
past session of the Florida Legislature to add cash 
sickness benefits to the workmen’s compensation 
act. It was killed in committee. If you believe 
that your legislators have been doing a good job, 
and most of them have, they will appreciate hav- 
ing you tell them so. 

Eugene G. Peek, Sr., Chairman, Committee 
on Legislation and Public Policy 
aw 


ENACTING CLAUSES OR SYNOPSES OF CERTAIN 
LAWS PASSED BY THE 1949 LEGISLATURE 


Amending section of Workmen’s Compensation Law 
pertaining to Medical Services and Supplies — Chapter 
25244, No. 248, H. B. No. 660: an act to amend Section 440.13 
of Chapter 440, Florida Statutes of 1941, requiring doctors to 
furnish to injured employees a copy of their medical reports of 
examination or treatment of workmen’s compensation cases. 
The law now requires that physicians shall furnish to the in- 
jured employee, on demand, a copy of each report, 

Amending Florida Statutes relating to misbranded 
drugs—Chapter 25239, No. 243, S. B. No. 413: amphetamine 
has been added to the list of drugs which may not be sold at 
retail other than on a prescription signed by a duly licensed 
member of the medical, dental, osteopathic, naturopathic or 
veterinary profession. 
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Providing for regulating the practice of medical tech- 
nology—Chapter 25069, No. 73, S. B. No. 180: an act defin- 
ing and regulating the practice of medical technology and for 
the examination and licensing of medical technologists and 
technologist directors. Administration of this act is by the 
Board of Examiners in the Basic Sciences and enforcement is 
by the State Board of Health. Exempt from its provisions are 
licensed practitioners of the healing arts; technicians employed 
by such practitioners or by any hospital where the technician is 
under the supervision of a healing arts’ practitioner; technicians 
of the government services, state board of health and similar 
agencies. 

An Act to create and establish the School of Medicine 
and Nursing at the University of Florida at Gainesville— 
Chapter 25249, No, 253, S. B. No. 329: Section 1—There is 
created a school of medicine and nursing at the University of 
Florida to be located on University of Florida campus at 
Gainesville and to be a component part of the University. Sec- 
tion 2—The University of Florida schools of medicine and nurs- 
ing shall be coeducational and shall be so maintained and 
operated as to comply with the standards approved by nationally 
recognized medical and nursing associations for accredited 
schools of medicine and nursing. 


Amending sections relating to medical and/or hospital 
service plans—Chapter 25394, No. 398, H. B. 828: amending 
the enabling act for medical and hospital service plans to make 
them subject to regulation and supervision by the insurance 
commissioner of the State of Florida and all provisions of laws 
of Florida applicable to health and/or sick or accident insurance. 


Authorizing the compulsory isolation and hospitaliza- 
tion of certain persons infected with tuberculosis—Chap- 
ter 25241, No. 245, S. B. No. 550: provides for the compulsory 
isolation in State maintained sanataria of persons afflicted with 
tuberculosis, who in the opinion of competent medical examiners 
are adjudged dangerous to other persons, and who refuse volun- 
tarily to isolate themselves and provide for proper treatment. 


Amending certain sections relating to Bureau of Vital 
Statistics—Chapter 25372, No. 376, Committee Substitute 
for H. B. 560: amended to include stillbirths and to make con- 
fidential information on birth certificates which would disclose 
illegitimacy. A short form of birth certificate is provided which 
is available to any applicant, and which contains only the name, 
color, sex, date of birth, place of birth, date of filing of original 
certificate and the certificate number which shall be certified 
to by the State Registrar. Disclosure of illegitimacy or of in- 
formation from which it can be ascertained may be made only 
upon order of a court of competent jurisdiction, Certified copies 
of the original birth certificate or any new or amendatory cer- 
tificate, exclusive of that portion containing medical details 
and legitimacy status, shall be issued only by the State Registrar 
and only to the registrant, if of legal age; his or her parents or 
guardian; to approved health or social organizations and gov- 
ernment agencies. These restrictions do not apply to marriage, 
divorce or death records. 


Providing more adequate medical and psychiatric per- 
sonnel for mental institutions operated by the State— 
Chapter 25374, No. 378, H. B. No. 423: the board of com- 
missioners of state institutions is authorized and directed to 
employ with all reasonable promptness a chief psychiatrist and 
such other additional psychiatrists as needed. They shall be 
attached to the medical staff of the Florida State Hospital at 
Chattahoochee and shall have fully recognized and accredited 
training and experience in the practice of medicine and 
psychiatry. The chief psychiatrist must be a graduate of a 
class A medical school (as classified by the American Medical 
Association and the Association of American Medical Colleges). 


An act providing for the construction of a building at 
the Florida State Hospital at Chattahoochee—Chapter 
25373, No. 377, H. B. No. 687: to be used as a psychiatric 
treatment ward; providing for the equipping and furnishing 
same; providing for employment of personnel to operate same; 
making appropriations therefore. 

An act authorizing the establishment and operation of 
a hospital for the care and treatment of chronic alcohol- 


ics—Chapter 25371, No. 375, H. B. No. 187: providing the 


procedure for the commitment of chronic alcoholics to said hos- 
pital; the cost of such proceedings and treatment; duties of 
county judge; the discharge of said alcoholics; levying an addi- 
tional tax on certain alcoholic beverages; and appropriating the 
proceeds of said tax to carry out the purposes of the act. 
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Payment of Blue Shield Cases 
In recent months it has come to the attention 
of the Blue Shield Plan that there has been an 
increase in the number of cases in which payments 
to physicians for services rendered Blue Shield 
members have been delayed. In an endeavor to 
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devise a system whereby Blue Shield payments to 
physicians could be made more promptly and to 
determine the causes of delays in the payment of 
some cases, a study was recently made by the 
Plan on cases paid. 

Origin of Claims 

This study revealed that one of the reasons 
for delay in payment is the fact that a number 
of physicians are not originating the claims. This 
should be done by sending into the Plan the com- 
pleted Doctor’s Service Report at the time serv- 
ices are rendered. Information received from 
physicians as to why these reports were not com- 
pleted at the time the services were rendered 
indicates that they did not know that the patients 
were Blue Shield subscribers. It would seem that 
the answer to this problem would be for the doctor, 
or his secretary, to ask each patient if he is a Blue 
Shield subscriber and request that he present his 
Blue Shield identification card. 

Claims that are not originated by physicians 
are originated by the Plan from information re- 
ceived either from the subscriber or from Blue 
Cross hospital billings. (Under this system the 
necessary forms are sent by the Plan to the physi- 
cian for completion.) 

The study made by the Plan disclosed that 
the source of origin of Blue Shield cases affects 
prompt payment in the following ways: 

Claims originated by participating physicians 
are approved for payment in an average of fifteen 
days after the date of surgery. 

Claims originated by the Plan are approved for 
payment in an average of twenty-nine days after 
the date of surgery. 


Complete Information on Doctor’s Service Report 

Once a case has been originated, it falls into 
one of two categories. Either the Doctor’s Serv- 
ice Report has been submitted in its complete 
form and can be immediately processed, or fur- 
ther information must be requested from the physi- 
cian. In cases where it was necessary for the 
Doctor’s Service Report to be returned to the phy- 
sician for further information, the Plan found that 
the loss of time involved amounted to fourteen 
days. 

In cases for which payments were delayed for 
further information, the Plan found that the ma- 
jority entailed questions relative to the subscriber’s 
income status, whereby either the income level of 
the subscriber as indicated on his Blue Shield 
identification card had not been shown on the 
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Doctor’s Service Report, or the fees charged for 
services rendered were not in keeping with the 
patient’s income level. 

Delays in approval for payment also result 
from insufficient information in reference to the 
services rendered. In many cases the Plan must 
request the participating physician to furnish 
more detailed information about a particular pro- 
cedure, or furnish the code number of the proce- 
dure performed. 


Prompt Payment of Cases 
To assure physicians of prompt payment on 
all Blue Shield cases, it is suggested that the fol- 
lowing procedure be adopted: 


1. Originate the claim by sending into the 
Plan the completed Doctor’s Service Report im- 
mediately after services have been rendered. 


2. Include on the Doctor’s Service Report 
complete information pertaining to (a) patient’s 
income level, (b) code number of surgical proce- 
dure performed, and (c) detailed information on 
complicated surgical procedures. 





NATIONAL EDUCATION CAMPAIGN | 





The interest of the individual members of the 
Florida Medical Association participating in the 
National Education Campaign, being waged by 
the American Medical Association, state medical 
association and county medical societies, is evi- 
denced by numerous speaking engagements being 
accepted. The following listing of speaking en- 
gagements includes only those which have come 
to the attention of The Journal. 

Cleland D. Cochrane of Daytona Beach, local Kiwanis Club 
Jerome A. Megna of Ft. Pierce, local Lion’s Club 
Joseph S. Stewart and John D. Milton of Miami, local 


Council of Business and Professional Women’s Clubs 
Cleland D. Cochrane of Daytona Beach, local Lion’s Club 








DEATHS | 
Deaths—Members 
Dr. Waldo Horton, Winter Haven ...............Aug. 22, 1949 
Dr. Young C. Lott, Miami ....... 4 Aug. 22, 1949 
Dr. Robert C. Woodard, Miami Aug. 31, 1949 
Dr. Raleigh R. Sullivan, Lakeland Sept. 11, 1949 
Deaths—Other Doctors 
Dr. Grover C. Franklin, Miami nt Aug. 18, 1949 


ue. Sept. 22, 1949 


Dr. Dan Hardie, Miami ... 
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Dr. Louis A. Wilensky has returned to Jack- 
sonville, after spending a year in New Orleans, 
and will resume the practice of ophthalmology 
and otolaryngology in the near future at his old 
offices in the Professional Building. 

aw 


Dr. James R. Nieder of Delray Beach has re- 
turned from North Carolina, Washington and New 
York City, where he visited hospitals and clinics. 

Sw 


Dr. William C. Roberts of Panama City ad- 
dressed the regular monthly meeting of District 22 
of the Florida State Nurses Association, Septem- 
ber 12 at the Bay County Health Center, on the 
subject ‘The Future of Nursing.” 

a 


Dr. Roland W. Banks of Wauchula spoke be- 
fore the Arcadia Kiwanis on September 9, on 
atomic energy and medical research. Dr. Banks 
dealt chiefly with the use of atomic energy from a 
purely medical standpoint, as applied to scientific 
research and medical treatment. 

aw 


Dr. Wesley W. Wilson of Tampa has returned 
to his office after attending a meeting of the South- 
eastern Dermatological Association in Atlanta. 

74 


Dr. Mozart A. Lischkoff of Pensacola was ap- 
pointed by President Payne to represent the Flor- 
ida Medical Association at the Second National 
Conference on Physicians and Schools, which was 
held at Highland Park, IIl.,on October 13, 14 and 
15. 

a 


Dr. James F. Henry has announced the open- 
ing of his offices in the Phillips Professional Build- 
ing, Winter Haven, for the practice of medicine. 
He is associated with Dr. William W. Hardman. 

—s 

Dr. Harrison G. Palmer of St. Petersburg has 
returned to his practice after visiting clinics in 
Washington, New York, the New England states, 
Montreal and Ottawa, Canada. 

aw 

The Council on Industrial Health will hold its 
Tenth Annual Congress on Industrial Health at 
the Roosevelt Hotel in New York City, February 
20 and 21, 1950. 
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Your Membership in 


Soutwean Meoicat ASSociATION 


\S VALUABLE 


ATEN), = 


The Campbell-Kenton Coun- 
ty Medical Society of Kentucky is the 
host Society. It is a Kentucky meeting. 


THE VALUE OF MEMBERSHIP IN 
MEDICAL ASSOCIATIONS AND 
ATTENDANCE AT MEDICAL 
MEETINGS 


UCCESS, whether measured by achieve- 

ment, confidence gained, or by monetary 
standards, comes largely through achieve- 
ment and maintenance of competence. A 
physician, like persons engaged in other 
fields of endeavor, must keep abreast of the 
latest developments and methods in his field 
in order to maintain competence. 


HE SOUTHERN MEDICAL ASSOCIA- 

TION was founded in 1906 for the pur- 
pose of developing and fostering scientific 
medicine and surgery in the South and in its 
forty-three years of existence has never devi- 
ated from this objective. Through attend- 
ing the annual meetings of the Southern 
Medical Association and by reading The 
Southern Medical Journal, thousands of 
physicians of the South are taking an im- 
portant step toward achieving and main- 
taining their competence in the constantly 
changing field of medicine. 


| * secgresnenenng of what any physician may 
be interested in, regardless of how gen- 
eral or how limited his interest, there is al- 
ways a program at the meeting and articles 
in the Journal to challenge that interest. 


HE MEETING this year will be composed 

of thirty-two sessions of the twenty-one 
sections, two General Clinical Sessions and 
two conjoint meetings. Eligible members of 
state and county medical societies in the 
South should be and can be members of the 
Southern Medical Association. The annual 
dues of $5.00 include the Southern Medical 
Journal, a journal that should be a ‘“‘must”’ 
on every physician’s reading list. 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
BIRMINGHAM 3, ALABAMA 
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STATE NEWS ITEMS Homma 


Dr. Matthew Arnow of Eustis recently opened 
offices for the practice of medicine in Williston. 


sw 


Dr. Clarence D. Rollins of Jacksonville has re- 
turned to his practice after attending a three 
weeks’ course in obstetrics and gynecology at the 
Woman’s Clinic of the University of Chicago. 

Sw 


Dr. Manuel A. Schofman of Miami has com- 
pleted postgraduate work in the study of the ear, 
nose and throat at the Bowman Gray School of 
Medicine, Winston-Salem, N. C. 

vw 

Dr. J. Harold Medlin of Miami recently at- 
tended a course in surgical anatomy, operative sur- 
gery and clinical surgery at the Cook County 
Graduate School of Medicine, Chicago. 

ys 

Dr. Edward R. Annis. of Miami recently ad- 
dressed members of the auxiliary of the Miami 
Junior Chamber of Commerce. He chose for his 
subject “Miami As a Medical Center.” 

vw 

Three members of the Association appeared 
on the program of the Neuropsychiatric Seminar 
which was held in Orangeburg, S. C., in Septem- 
ber. Dr. James G. Lyerly of Jacksonville lectured 
on “Prefrontal Lobotomy.” Dr. Edward H. Wil- 
liams of Miami spoke on “Preventive Psychiatry,” 
and Dr. Samuel G. Hibbs of Tampa chose “Psy- 
chopathic Personalities” as the subject of his dis- 
course. 


Medical Officers Returned 


Dr. Charles A. Johnson, Jr., who entered mili- 
tary service on May 31, 1941, received his dis- 
charge on July 11, 1946. His address is 1002 
South Ft. Harrison Street, Clearwater. He held 
the rank of Lieutenant (jg) in the Naval Reserve. 


WANTED: Association with a busy practitioner, pref- 
erably in Tampa or Miami; possess license to practice 
medicine in Florida; qualified; references. Write 69-29, 
P. O. Box 1018, Jacksonville, Fla. 


WANTED: General practitioner for Waldo, Fla.; popu- 
lation, 1,138; 4,000 to 5,000 persons in immediate vicinity ; 
citizens desirous of aiding physician; twelve miles from 
hospital. Write B. A. Beville, Box 126, Waldo, Fla. 
Phone No. 4. 


WANTED: Physician to locate in Newberry, Fila.; 
population 1,000; good agricultural section; annual income 
should be $15,000. Please write L. W. Adams, Pharmacist 
at Newberry Pharmacy, Newberry, Fla. 


FOR LEASE OR FOR SALE: Normandy Isle Clinic, 
1108 Normandy Drive, Miami Beach; situated in the 
heart of the shopping center; ideal for two or more phy- 
sicians. Early investigation advised. 
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Medical Licenses Granted 


Dr. Frank D. Gray, secretary of the State 
Board of Medical Examiners, has reported that of 
the 197 applicants who took the examination of the 
Board, held June 26-28, 1949, in Jacksonville, 185 
passed and have been issued licenses to practice 
medicine in Florida. The names and addresses of 
the 185 successful applicants follow: 


Armbruster, James W., Memphis, Tenn. (St. Louis 1943) 

Asher, Leo A., Jr., Shaker Heights, Ohio (Chicago 1946) 

Austin, Burton F., West Palm Beach (Alabama 1917) 

Bagby, Richard A., Tampa (Virginia 1943) 

Bailey, John H., Jr., Rochester, Minn. (Pennsylvania 1943) 

Banks, Cullen W., II, (Col.), Orlando (Howard 1948) 

Barancik, Henry, Chicago, Ill. (Northwestern 1914) 

Barreras, Luis A., Tampa (Havana 1934) 

Batsche, Joseph H., Melbourne (Cincinnati 1947) 

Baumann, David P., Houston, Texas (Cincinnati 1945) 

Beach, George P., Jacksonville (Texas 1942) 

Bell, Arlis G., Wrightsville, Ga. {Georgia 1943) 

Bishopric, George A., Spray, N. C. (Duke 1949) 

Bolker, Abraham, Brooklyn, N. Y. (Long Island 1935) 

Box, Louise A., Miami (Iowa 1943) 

Boyce, John C., Fremont, Ohio (McGill 1924) 

Boyd, Jack L., Whitmore Lake, Mich. (Loyola 1941) 

Brody, Arnold J., Miami (Washington 1947) 

Brody, David R., Youngstown, Ohio (St. Louis 1943) 

Brown, Alfred G., Jr., Fairfield, Ala. (Georgia 1948) 

Browning, Malissa D., Bradenton (Buffalo 1949) 

Brumfield, Fred O., New Orleans, La. (Louisiana 1942) 

Brunoehler, Carl J., La Porte, Ind. (Indiana 1948) 

Bryant, Milton F., Jr., Ann Arbor, Mich. (Michigan 1948) 

Byrne, James B., Scottdale, Pa. (Temple 1947) 

Campbell, Ewell F., Atlanta, Ga. (Emory 1949) 

Capozzella, Henry F., Rogers Heights, Md. (Georgetown 
1944) 

Coberly, James, Atlanta, Ga. (Emory 1949) 

Coffey, Michael J., Trenton, N. J. (Maryland 1947) 

Cole, Richard K., Jr., Orlando (Vanderbilt 1948) 

Corse, Herbert L., Jacksonville (Duke 1949) 

Croom, William C., Jr., Jacksonville (Washington 1945) 

Crosby, William R., St. Petersburg (Temple 1941) 

Daffin, Sidney E., St. Andrew (Tennessee 1946) 

DeVan, William T., Fort Knox, Ky. (Pennsylvania 1937) 

DeWitt, Chester A., Silver Lake, Wis. (Michigan 1925) 

Doff, Simon D., Ponte Vedra Beach (Long Island 1939) 

Doll, Stanley G., Lancaster, Wis. (Med. Evang. 1948) 

Donoghue, Francis E., Rochester, Minn. (Columbia 1940) 

Dorman, Fred I., Jr., Atlanta, Ga. (Emory 1949) 

Dowling, Judson D., Jr., Mount Olive, N. C. (Washington 
1940) 

Droege, Frederick D., Bay Pines (Cincinnati 1943) 

Eikind, Maurice P., Brooklyn, N. Y. (Middlesex 1944) 

Ellis, Robert S., Temple, Texas (Tulane 1944) 

Eyres, James A., Miami (England 1929) 

Fackler, William B., Jr., Chamblee, Ga. (Emory 1942) 

Ferrer, Nicanor, Miami (Boston 1939) 

Finch, Henry M., Atlanta, Ga. (Emory 1949) 

Finch, Thomas V., Philadelphia, Pa. (Tulane 1940) 

Fisher, Frederick W., Louisville, Ky. (Louisville 1949) 

Fox, Sidney, Coral Gables (Scotland 1939) 

Frank, Randolph A., Washington, D. C. (Vanderbilt 1948) 

Frankel, Bertram J., Bridgeport, Conn. (Middlesex 1947) 

Frell, Thomas C., Coral Gables (Ohio 1944) 

Gage, George R., Coral Gables (Columbia 1942) 

Gallo, William J., Miami Beach (Columbia 1933) 

Garner, Joe F., Dothan, Ala. (Long Island 1945) 

Gernon, William, Kankakee, II]. (Illinois 1934) 

Gilbert, Michael M., Los Angeles, Calif. (Michigan 1948) 

Glass, Lamar F., Atlanta, Ga. (Emory 1949) 

Godersky, George E., St. Petersburg (Indiana 1942) 

Goss, Albert S., Jr., Atlanta, Ga. (Emory 1946) 

Groskloss, Howard H., Miami (Yale 1935) 

Gulotta, Carl J., New Orleans, La. (Tulane 1941) 
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Hammel, joseph V., St. Petersburg (Buffalo 1943) 

Harley, John F., South Miami (Ohio 1945) 

Hartley, William C., San Antonio, Texas (Emory 1949) 

Haynal, Andrew P., Orlando (Med. Evang. 1948) 

Healy, Maurice J., Oakdale, La. (Iowa 1937) 

Hicks, William M., Jr., Cincinnati, Ohio (Cincinnati 1948) 

Holderman, Mary G., Philadelphia, Pa. (Women’s Med. 
1948) 

Holzer, Oswald A., Chattahoochee (Czechoslovakia 1937) 

Hooten, Claude G., Jr., Dade City (Duke 1944) 

Howard, Everett E., Mount Dora (Louisville 1913) 

Hughes, Lawrence M., New Smyrna Beach (Indiana 1931) 

Hughes, Warren M., Miami (Utah 1947) 

Hyde, Robert T., Atlantic Beach (Johns Hopkins 1941) 

Isaacs, Ivan, Brooklyn, N. Y. (Cornell 1939) 

Jaffe, Morris, New York, N. Y. (Long Island 1917) 

Jana, Joseph T., Jr., Coral Gables (Georgetown 1940) 

John, Ellsworth H., Live Oak (Louisville 1935) 

Johnson, James P., Jr., Lakeland (Duke 1948) 

Jones, Gus W., Jr., El Dorado, Ark. (Arkansas 1939) 


Katzman, Joseph D., Miami (Scotland 1940) 

Kaufman, Harold S., Bronx, N. Y. (New York 1938) 

Kelly, Walter C., Palatka (Temple 1949) 

Ketchum, Clarence W., Valdosta, Ga. (Emory 1939) 

Kinard, Conrad L., Atlanta, Ga. (Emory 1949) 

King, Herbert A., Durham, N. C. (Duke 1943) 

King, Taylor, Jacksonville (Vanderbilt 1948) 

Kirkiey, William H., Fitzgerald, Ga. (Emory 1946) 

Kobley, Donald E., Miami Beach (Emory 1948) 

Lane, John G., Jr., Jacksonville (Geo. Washington 1949) 

Lawler, Harold T., Peoria, Ill. (St. Louis 1941) 

Lawrence, Howard F., St. Petersburg (Bellevue 1904) 

Leb, Samuel, Miami Beach (St. Louis 1949) 

Lipton, Simon M., Miami Beach (Middlesex 1940) 

Lohrbauer, Leif T., Grand Forks, N. D. (Marquette 1927) 

Lyerly, James G. Jr., Jacksonville (Virginia 1949) 

McCall, Joel V., Jr., Jennings (Temple 1944) 

McEvoy, Joseph P., St. Paul, Minn. (Minnesota 1943) 

McGee, William A., Richmond, Va. (Virginia 1924) 

McRae, Duncan B., Jacksonville (Georgia 1942) 

Madison, William M., Jr., Jacksonville (Emory 1949) 

Martorell, Richard A., Tampa (Tennessee 1948) 

Maxon, Robert von P., Mary Esther (Tulane 1948) 

Meadows, Benjamin J., Jr., Ocala (Temple 1948) 

Medoff, Lawrence R., Louisville, Ky. (Chicago 1939) 

Miller, Saul, Miami Beach (Switzerland 1941) 

Moorhead, Joseph H. (Col.), Fort Lauderdale (Meharry 
1945) 

Morris, Joseph H., Panama City (Tulane 1942) 

Morse, Seymour, Winter Haven (Long Island 1942) 

Moseley, Thaddeus M., III, Nashville, Tenn. (Vanderbilt 
1943) 

Mosig, John J., Belmar, N. J. (Hahnemann 1942) 

Murphy, Douglas R., Jacksonville (Louisville 1944) 

Myers, Rex E., Jr., Tampa (Temple 1948) 

Nash, Selig R., Miami (Middlesex 1946) 

Nixon, Donald H., Detroit, Mich. (Wayne 1948) 

Nixon, James D., Panama City (Temple 1949) 

Northup, Aldrich H., Pensacola (Duke 1949) 

Novak, Louis J., Chapel Hill, N. C. (Boston 1945) 


Odess, John S., Birmingham, Ala. (Vanderbilt 1946) 
Ogden, Alfred E., Miami (Tennessee 1948) 
O’Hara, Bernard F., Palm Beach (St. Louis 1949) 


Pararo, Luther L., Jr., Crawfordville (Emory 1946) 
Perez, Joseph, Brooklyn, N. Y. (Spain 1916) 

Perry, Joseph Q., Pensacola (Louisville 1943) 
Peschio, Daniel D., Buffalo, N. Y. (Buffalo 1935) 
Phillips, Roger E., Orlando (Pennsylvania 1932) 
Pilka, Herman J., Chicago, Ill. (Illinois 1923) 
Plotkin, Paul, Miami Beach (Illinois 1944) 
Plucinski, Stanley J., Miami Shores (Loyola 1920) 
Poyner, James A., Panama City (Tulane 1947) 
Puntereri, Anthony J., Lake City (Pittsburgh 1940) 
Riesenbeck, Leo H., Miami (Cincinnati 1932) 
Robbins, Jack H., Parkersburg, W. Va. (Med. Evang. 


1948) 
Roddenberry, Seaborn A., Jacksonville (Harvard 1942) 
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Rogero, Clarence R., Jr., Lantana (Temple 1945) 
Rogers, Ruth T., Daytona Beach (Rochester 1948) 
Rothrock, David R., Chattahoochee (Boston 1945) 
Rousch, Dwight I., Pinellas Park (Hahnemann 1915) 
Russell, Robert M., Monticello (Duke 1945) 
Russin, Lester A., Cincinnati, Ohio (Cincinnati 1936) 


Salvatore, Francis P., Jersey City, N. J. (Hahnemann 
1948) 

San, James M., St. Petersburg (Duke 1944) 

Schneeberg, Arthur L., Philadelphia, Pa. (Hahnemann 
1947) 

Schulz, Richard H., Winter Haven (Emory 1948) 

Schulz, Sarah M., Winter Haven (Emory 1949) 

Schwartz, Milton E., Brooklyn, N. Y. (Cincinnati Eclectic 
1936) 

Seeley, Ellsworth C., Jacksonville (Louisville 1947) 

Sergis, Mooshy, Palm Beach (California 1939) 

Sexton, Carlton L., Annapolis, Md. (Vanderbilt 1948) 

Shannon, William A., Sarasota (Geo. Washington 1924) 

Shapiro, Richard D., Miami (Marquette 1941) 

Shirley, Calvin H., Fort Lauderdale (Boston 1947) 

Shroyer, Russell N., Miami (Indiana 1948) 

Siegel, Robert M., St. Petersburg (Emory 1949) 

Silvers, Louis D., Miami (Louisville 1946) 

Silverstein, Joseph, Chicago, Ill. (Rush 1936) 

Siragusa, James J., Jr., Boston, Mass. (Boston 1949) 

Smith, Warren S., Washington, D. C. (South Carolina 
1946) 

Sornberger, Charles F., Boston, Mass. (Syracuse 1940) 

Speers, Dorothy J., Clearwater (Columbia 1949) 

Speers, James F., Clearwater (Columbia 1948) 

Stern, Bernard, Miami Beach (Louisville 1948) 

Stevens, Ernest J., Jackson, Miss. (Med. Evang. 1941) 

Strully, Leonard V., Paterson, N. J. (Long Island 1938) 

Styles, George W. (Col.), Miami (Meharry 1948) 


Thomas, Henry W., Dermott, Ark. (Arkansas 1939) 
Toto, Lawrence A., Bronx, N. Y. (Kansas City 1944) 
Townes, Andrew W., Nashville, Tenn. (Virginia 1948) 
Trygstad, Reidar, Long Island, N. Y. (Long Island 1928) 


Van Tilborg, Laurence D., Elkins Park, Pa. (Pennsylvania 
1934) 

Vidal, Fred L., Gainesville (Tufts 1949) 

Voyles, Carl M., Jr., Vero Beach (Duke 1945) 


Weatherly, Carl H., Pensacola (Duke 1949) 

Weeks, Donald L., Jr., Richmond, Va. (Virginia 1949) 
Wells, Samuel M., Jacksonville (Harvard 1940) 
Wiener, Harvey, Brooklyn, N. Y. (Middlesex 1946) 
Wilkins, Charlotte K., North Miami (Ohio 1925) 
Williams, John S., Hopewell, Va. (1941) 

Wilson, Robert D., Tampa (Tennessee 1947) 
Witham, Abner C., Atlanta, Ga. (Johns Hopkins 1945) 
Wright, Irving S., New York, N. Y. (Cornell 1926) 
Wright, William L., Sarasota (Louisville 1936) 





NEW MEMBERS | 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Albee, Fred H., Jr., Orlando 

Beach, George P., Jacksonville 

Beebe, Milton O., Jr., St. Petersburg Beach 
Biddle, Percy D., Clearwater 

Murphy, Douglas R., Jacksonville 

Phillips, Roger E., Orlando 

Pilkington, Joseph W., St. Petersburg 
Williamson, Jos. P., Winter Park 
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COMPONENT SOCIETY NOTES 





DeSoto-Hardee-Highlands-Charlotte-Glades 

At the September 13 meeting of the DeSoto- 
Hardee-Highlands-Charlotte-Glades County Med- 
ical Society, Dr. Elwyn Evans of Orlando was the 
guest speaker. He presented a paper on “Acute 
Benign Nonspecific Pericarditis.” 

Members attending the meeting were Drs. Har- 
old S. Agnew, Roland W. Banks, Godfrey L. Beau- 
mont, Henry P. Bevis, Isaac W. Chandler, Merle 
C. Kayton, Charles H. Kirkpatrick, Carl J. Lar- 
sen, Edwin C. Northup, Harold E. Parker, Wesley 
S. Pyatt, Zaven M. Seron, John A. Simmons, 
James G. Smith, Jr., and Howard V. Weems. 


—s 


Marion 

The regular monthly meetings of the Marion 
County Medical Society were resumed on Septem- 
ber 21 at the “1890 House” in Ocala. During the 
months of July and August the members met joint- 
ly with the staff of the Munroe Memorial Hos- 
pital. 

Dr. Eugene G. Peek, Sr., gave an interesting 
account of the activities and accomplishments of 
the Florida Medical Association Committee on 
Legislation and Public Policy, of which he is chair- 
man. 

Members attending the meeting were Drs. Wil- 
liam H. Anderson, Jr., Matthew Arnow, Richard 
C. Cumming, Bertrand F. Drake, William H. Gar- 
vin, Jr., Henry L. Harrell, Eaton G. Lindner, 
John D. Lindner, Carl S. Lytle, William J. Mc- 
Govern, Robbins Nettles, Eugene G. Peek, Eugene 
G. Peek, Jr., Ralph E. Russell, Robert E. Thomp- 
son, Thos. H. Wallis and Harry F. Watt. 


OBITUARIES 


Ernest Thomas Kinsey 


Dr. E. Thomas Kinsey of Madison died in a 
Miami hospital on July 25, 1949. He was 57 years 
of age. 

Dr. Kinsey was born in Jefferson County in 
1892. He received his medical degree at the Geor- 
gia College of Eclectic Medicine and Surgery in 
1914, and was licensed to practice medicine in 
Florida the same year. He was a pioneer phy- 
sician at Hollywood, beginning his practice there 


in 1924. Dr. Kinsey practiced medicine in Miami 
(Continued on page 314) 
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D R A MAM } i e “ (Brand of dimenhydrinate) 


has been accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association for the prophylactic and 


therapeutic relief of motion sickness. 





*TRADEMARK OF G. D. SEARLE & co. 
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ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technique, 
Two Weeks, starting November 28, January 23, Feb- 
ruary 20. ‘Surgical Technique, Surgical Anatomy & 
Clinical Surgery, Four Weeks, starting November 7, 
February 6, March 6. Surgery of Colon and Rectum, 
One Week, starting November 28, March 6. Esophageal 
Surgery, One Week, starting ‘April 17. Breast 
Thyroid Surgery, One Week, starting June 19. Tho- 
racic Surgery, One Weck, starting June 12. Fractures 
& Traumatic Surgery, Two Weeks, starting April 17. 


GY NECOLOGY—Intensive Course, Two Weeks, starting 
February 20. Vaginal Approach to Pelvic Surgery, 
One Week, starting November 7, March 6. 

OBSTETRICS—Intensive Course, Two Weeks, starting 
November 7, March 

PEDIATRICS—Intensive Course, Two Weeks, starting 
April 3 

MEDICINE—lIntensive General Course, Two Weeks, 
starting April 3. Gastroscopy, Two Weeks, starting 
March 6 


DERMATOLOGY—Formal Course, Two Weeks, start- 
ing May 1. Informal Clinical Course every two weeks. 


ROENTGENOLOGY—Diagnostic & Lecture Course first 
Monday of every month. Clinical Course third Mon- 
day of every month. X-Ray Therapy every two weeks. 

UROLOGY—Intensive Course, Two Weeks, starting 
April 17. Cystoscopy, Ten Day Practical Course, every 
two weeks. 

GENERAL, INTENSIVE AND SPECIAL COURSES 


IN ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES. 


Teaching Faculty: 
Attending Staff of Cook County Hospital 
Address: 


Registrar, 427 South Honore Street, 
Chicago 12, Illinois 

















BRAWNER’S SANITARIUM 
Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


I’or Nervous and Mental Disorders 
Drug and Alcohol Addiction 
E-lectro-Shock in selected cases 


JAMES N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Department for Men 


JAMES N. BRAWNER, JR., M.D., Department for 
Women 











VotumE XXXVI 
NuMBER 5 


from 1927 to 1941, when he retired because of ill 
health and made his home in Madison. 

He was a member of the Madison County Med- 
ical Society, an honorary member of the Florida 
Medical Association, and a fellow of the American 
Medical Association. 

Surviving are his widow, Mrs. Victoria Peppera 
Kinsey; two daughters, Amanda and Rose Marie, 
and also two daughters by a former marriage; two 
brothers, Evan Kinsey of Dania and J. W. Kinsey 
of Crestview; and three sisters, Mrs. J. E. Jenkins 
and Mrs. Arthur Cameron of Sanford, and Mrs. 
Carlton Dawkins of Jacksonville. 


| REILOB IO ATT INE: IE 3S 
Raleigh Robert Sullivan 


Dr. Raleigh R. Sullivan of Lakeland was found 
dead in his hotel room on Sept. 11, 1949. Death 
was attributed to a heart attack. He was 79 years 
of age. 

Dr. Sullivan was born on Oct. 22, 1869, 
Louisville, Ky. He was graduated from the Uni- 
versity of Louisville School of Medicine in 1892 
and had done graduate work at medical schools in 
Vienna, Austria. Following his graduation Dr. 
Sullivan began the practice of medicine in Beau- 
mont, Texas. He moved his offices to Lakeland 
in 1911 and practiced there continuously until 
1944, when he retired. 

For many years he was a member of the sur- 
gical staff of the Morrell Hospital in Lakeland. 
He was a member of the Polk County Medical 
Society, and a life member of the Florida Medical 
Association and of the American Medical Associa- 
tion. Dr. Sullivan was a member of the First 
Methodist Church in Lakeland. 

He is survived by a sister, Mrs. Lydia S. Brow- 
der of Lakeland, and by another sister who resides 
in Detroit, Mich. 


ee pee 
Waldo Horton 


Dr. Waldo Horton of Winter Haven was killed 
on Aug. 22, 1949, when his automobile collided 
with another car on the highway near Folkston, 
Ga. Dr. Horton’s wife and her mother, returning 
with him to Winter Haven after their vacation in 
North Carolina, also were killed. He was 64 years 
of age. 

Dr. Horton was born in Pennsylvania in 1885. 
He was graduated from Middlesex University 


School of Medicine at Waltham, Mass., in 1917. 
(Continued on page 316) 
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THE SMITH-DORSEY COMPANY -« Lincoln, Nebraska 
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FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 
in view. 

For a closer look at medicine’s progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 


search grants and added research personnel. 
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lL. going your way 


LOS ANGELES AND DALLAS 
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RICH 


.. . in Vitamins 
and Minerals 


.. . in Proteins 
and Calcium 


... in 10 Vital 
amino acids 


Sealtest ice cream is the first choice of 
quality minded people. The deliciously 
different flavor, its creamy smooth- 
ness and purity are always the same. 
The Sealtest system of laboratory con- 
trol is your positive guanrantee of a 
quality product! 


on = on a | 
Get the Best— Get Sealtest'! 


Made by Southern Dairies, Inc. 
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He began the practice of medicine in Massachu- 
setts, but moved his offices to Winter Haven from 
Boston more than two decades ago. 

The physician was active in the First Presby- 
terian Church, serving as an elder and a deacon 
and frequently teaching the men’s Sunday School 
class. He was a member of the Winter Haven 
Masonic Lodge and a member of the Rotary Club. 
In the latter, he had a five year perfect attendance 
record and had served on several of its committees. 

Dr. Horton was vice president of the Polk 
County Medical Society in 1946, a member of the 
Florida Medical Association, which he served as 
county chairman of the Committee on Medical 
Preparedness during the last war, and also a mem- 
ber of the American Medical Association. 

Surviving Dr. and Mrs. Horton are two daugh- 
ters, Mrs. James F. Carter of Hampton, Va., and 
Miss Anne Horton, who is a teacher at the Colegio | 
Presbyteriano, Caibarien, Cuba. 





Sia ( 

n 

Harold Franklin Preston , 

Dr. Harold F. Preston of Melrose died on Aug. n 

17, 1949 in the Riverside Hospital, Jacksonville, n 

after an illness of ten weeks. He was 61 years of i) 
age. 


Dr. Preston was born on Nov. 10, 1887 at a 
Farmington, Ga., the son of William F. and Belle ul 
Durham Preston. He received his elementary 8 
education at Farmington and was graduated from of 
the Georgia College of Eclectic Medicine and Sur- 
gery in Atlanta in 1915. Since January 1917, he SO 


had practiced medicine in Melrose. ec 
Active for years in all worth while movements P 
of his community and county, Dr. Preston served - 
as a school trustee and in other posts of public - 
welfare. Through the years he was a faithful fu 
member of the Melrose Baptist Church and of the les 
Masonic Lodge. — 
Dr. Preston was a member of the Alachua - 
County Medical Society and the Florida Medical o 
Association, and was a fellow of the American th 
Medical Association. ae 
Survivors include the widow, Mrs. Susie Proc- a 
tor Preston of Melrose; a son, Harold F. Preston, an 
Jr., D.D.S., of Live Oak; two brothers, William O. jer 
Preston of Palatka and T. B. Preston of Pell City, eae 
Ala.; and one grandson. 
she 
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WOMAN’S AUXILIARY 


TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 
Mrs. Cuartes F, Hentey, President........ Jacksonville 
Mrs. James L. ANpveERSON, President-elect..........J Miami 
Mrs. Letanp F. Carton, Ist Vice Pres........... Tampa 


Mrs. C. Ropert DeArmas, 2nd Vice Pres..Daytona Beach 
Mrs. M. Austin Lovejoy, 3rd Vice Pres...Ft. Lauderdale 
Mrs. Ernest W. EKerMeyer, 4th Vice Pres... Tallahassee 


Mrs. C. Russert Morcan, Jr., Recording Sec’y....Miami 
Mrs. Ciarence D. Rotiins, Correspdg. Sec’y.Jacksonville 
Maus. Wvruse L. Tisza, Trensurer. ....ccccecces Lakeland 
COMMITTEE CHAIRMEN 
Mrs. Donato M. Batpwin, Editorial........ Jacksonville 
Mrs. Lee E. Parmtey, Finance............ Winter Haven 
Mrs. Harrison G. Parmer, Hygeia........< St. Petersburg 
Mrs. Sipney G. Kennepy, Jr., Legislation...... Pensacola 
Mrs. Herscuer G. Core, Pubiic Relations......... Tampa 
Mrs. Cuester H. Murpny, Reference............ Bartow 
Mrs. Joun E. Matnes, Jr., Student Loan... ...Gainesville 
Mrs. Tuomas C. Kenaston, Program.............. Cocoa 
Mrs. Gorpvon H. Ira, Historian.............. Jacksonville 
Mrs. Levanp F*. Cartton, Organization..... «...Tampa 
Mrs. LestigE M. Jenkins, Parliamentarian......... Miami 
Mrs. H. Quiiiian Jones, Bulletin............. Ft. Myers 


Mrs. Joun F. Lovejoy, State Bulletin Editor. Jacksonville 
Mrs. Ricnarp F. Stover, Romance of Medicine... Miami 
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On Organization 

As we approach the onset of our Organization 
Campaign, it is our earnest desire to enlist the 
membership and the aid of every doctor’s wife in 
our state. Now, more than ever before, you are 
needed—when the very existence of your husband’s 
noble profession is being threatened by forces in 
opposition to our American Way of Life. 

We, as an Auxiliary, by united effort can 
achieve the goals set for us in all of our varied 
undertakings. We must be more completely or- 
ganized to increase our effectiveness in the fields 
of legislation and public relations. This is a criti- 
cal period, and we must reach every doctor’s wife 
so that she in turn may reach the laity with our 
educational program. 

A medical Auxiliary serves the medical profes- 
sion and through it the public. Such service is 
satisfactory, because it is unselfish. Its principal 
functions are health education, public relations, 
legislation (reserve force), philanthropy and social 
activities. The laity requires education, but it 
should be given through the medical profession, so 
there may be rational control of what the public 
thinks and does in health activities. The most im- 
portant objectives of an Auxiliary are to direct 
public thinking and actions in channels the medical 
profession desires, and to extend authentic infor- 
mation on health. We support an organization 
only when we are members and understand the 
tasks and objectives and how to accomplish them. 

The busy wife is an asset to the Auxiliary, if 
she is an informed member, because she has many 

(Continued on page 318) 
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Now Hospitals Are 
“Banks,” Too! 


Doc Simpson was saying, “Hospi- 
tals are building up ‘bone banks’ that 
work just like blood banks. When bone 
is needed, the surgeon takes one from 
a refrigerator, cuts it to the right shape 
and simply splices it in.” 

‘““You doctors are sure making prog- 
ress,” I says, “‘but tell me, are any of 
the patients fussy about whose bone 
they’re getting?” 

“No sir!” replies Doc. ‘‘No more 
than they worry about whose blood 
they get. No one yet asked for a bone 
from a man who went to the same 
school or church he did.” 

From where I sit, it would be a bet- 
ter world if we were half as willing to 
accept other people’s ideas and tastes, 
as we seem to be willing to accept their 
bone and blood. There’ll always be 
differences. Some like buttermilk, 
others would rather have a sparkling 
glass of temperate beer. But under- 
neath we’re pretty much the same— 
deserving each other’s respect and 


tolerance! 
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opportunities to carry the aims and decisions of 
the medical profession and keep health leadership 
where it belongs—with the profession. As a mem- 
ber, she may speak with authority, receive respect 
and attention that might not be given her as a 
non-member. It will not be necessary to partake 
of every phase of Auxiliary work to be a good 
member, only what one can do. She should know 
when to keep quiet, when to report to advisors, 
when to answer and what to say. 

If for no reason but to assemble regularly and 
study the history of the medical arts and the medi- 
cal heroes, an Auxiliary would be worth while, be- 
cause it would give wives an understanding of the 
supreme unselfishness and the greatness of the 
profession. 

The time has come when the Auxiliary has so 
proved its worth that the question is not, “Are you 
an Auxiliary member?” but, “Why are you not a 
member?” So may I urge that you enlist with us 
in this great cause? 

Mrs. Chas. F. Henley, President 


vw 


The Woman’s Auxiliary of the Leon-Gadsden- 
Liberty-Wakulla-Jefferson County Medical Society 
met on July 21, 1949, in the home of Mrs. Taylor 
W. Griffin of Quincy, with the Quincy members 
as hostesses. The president, Mrs. Merritt R. 
Clements of Tallahassee, presided. 

Most interesting was the report of the educa- 
tional committee on the work done to enlighten 
the public as to what socialized medicine would 
mean to them as individuals. The magazine, 
Hygeia, was reviewed by Mrs. Ernest W. Eker- 
meyer. 

Guest speaker for the afternoon was Dr. Fran- 
cis T. Holland who gave an interesting paper on 
“Socialized Medicine” with emphasis on the cost 
of the proposed program. 





BISCAYNE HOSPITAL 


6339 Biscayne Blvd. 
MIAMI 38, FLORIDA 


Members of the Dade County 

Medical Association are ac- 

quainted with the high type 
of service rendered. 


David Collins, Superintendent 


Registered, American Medical Association 


Phone 7-4544 
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BLakIston’s New Goutp MepicaLt Dictionary. Edi- 
tors: Harold Wellington Jones, M.D., Normand L. Hoerr, 
M.D., and Arthur Osol, Ph.D. Ed. 1. Price, $8.50. Pp. 
1294. ITilus. 252. Philadelphia: The Blakiston Company, 
1949. 

This modern comprehensive dictionary of the terms 
used in all branches of medicine and allied sciences, in- 
cluding medical physics and chemistry, dentistry, phar- 
macy, nursing, veterinary medicine, zoology and botany, 
as well as medicolegal terms, is a completely new refer- 
ence work. With the cooperation of an editorial board of 
eminent scholars and eighty other distinguished contribu- 
tors, the editors have produced a welcome tool, attractive 
in arrangement, easy to read, and elaborately illustrated 
with 252 illustrations on 45 plates, 129 in color, includ- 
ing an anatomic section. 

Every effort has been made to determine actual cur- 
rent usage and to record it with the utmost clarity and 
conciseness. Thousands of new entries reflect the most re- 
cent advances in all branches of medicine and allied sci- 
ences. Instead of being scattered throughout the book, 
tabular and statistical material has been segregated in a 
separate section. Pronunciation is shown by a new easy- 
to-use system of phonetic respelling with syllabification, 
and alternate pronunciations are given. First medical 
dictionary to be built on modern lexicographic methods, 
this outstanding contribution with its numerous helps and 
innovations for physician and student alike should be a 
timely -and indispensable addition to every physician’s 
library. 
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SHEARER’S MANUAL oF HuMAN Dissection. Edited by 
Charles E. Tobin, Ph.D. Ed. 2. Price, $4.50. Pp. 286. 
Illus. 79. Philadelphia: The Blakiston Company, 1949. 

In this revised manual or dissecting guide, designed to 
facilitate and enhance instruction in the gross anatomic 
laboratories, a compromise is achieved between the classi- 
cal, lengthy manuals and the very brief guides for dis- 
section for there is a workable balance between the amount 
of procedure for dissection and descriptive text. This 
manual is planned as an autonomous unit which need 
not be used in conjunction with, or with reference to, 
any specific descriptive text of human anatomy. 

The dissection procedure for the entire body is pre- 
sented; yet the dissected parts are kept in as near their 
normal relationships as possible so that relationships as 
well as individual parts can be studied. The plan of the 
manual can be adapted to any sequence of regional dis- 
section. Featured are simplified text descriptions, addi- 
tional illustrations and the new anatomic concepts de- 
veloped since the first edition was published. 





A Distinctive Sani- 
tarium For Diagnosis 
and Treatment cf Ner- 
vous and Mental Dis- 
ordors. . . .Alcoholism, 
Narcotic and Barbitu- 
rate Addiction. . . Rest 


s 2 tint sa! and Convalescence. 


EDGEWOOD 
ORANGEBURG, SOUTH CAROLINA 


Edgewood offers all approved therapeutic aids. Complete bath depart- 
ments. Living accommodations private and commodious. Excellent climate 
year "round. Unusual recreational and physical rehabilitation facilities. 
Occupational therapy. Specialize in electro-shock and insulin therapy. 
Separate department alcoholism, narcotic, barbiturate addiction. Gradual 
reduction method. Full time Psychiatrists, nurses, and aides assure 
individual care and treatment. For detailed information write 


EDGEWOOD e ORANGEBURG, S. C. 
Orin R. Yost, M. D. Psychiatrist-In-Chief 














